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FOREWORD TO THE REVISED EDITION 


-Health education, in both its school and public aspects, continues 
to evolve and improve in its conceptual form as well as its community 
practice. Children are being served better by those who, to aid in their 
development, protect them against the adversities of a not too favor- 
able, environment or assist them in compensating for damage already 
done. ` 

This second and fully revised edition is written, like its predecessor, 
for college and university students preparing for service in teaching, 
nursing, or medicine. It continues to attempt to give a comprehensive 
view of the many aspects of a school health program and to describe 
these policies and practices which are proving currently most useful. 

The author recognizes, of course, the intimate relationship between 
the school and the community. Problems of one reflect as problems of 
the other. There can be no great distinction between them. Oppor- 
tunities which face school personnel are best seen against a backdrop 
of community analysis because the children who go to school are the: 
same young people who live in the community the rest of the day and 
night. School and public health education must be aspects then of the- 
same thing, with the same basic purposes, and using, in many opera- 
tions, the same personnel. The effort here is not to separate school 
from public health education but to give an enlargement of the con-: 
tent and concepts of the former unremoved from its setting in the en-- 
vironment of the community, state, and nation. 

The book continues to be divided into three parts. In the chapters: 
comprising Part I the attainable goals of school health education are 
described, the health problems of people which give school health, 
education its reason for being are briefly set forth, and the sketch of a 
complete health program for schools is drawn. 

In Part II the chapters deal entirely with existing patterns of health: 
instruction. The nature of integrated teaching, correlation, and the: 
direct or specific approach is illustrated. There is an extended discus- 
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sion of special problems associated with teaching, and suggestions for 
evaluation are given. 

Part III deals with health activities or services, Appraisal programs, 
disease controls, nutrition activities, and other functions are described. 
Policies for personnel and community interrelationships are developed. 

New material has been added throughout. New illustrations of 
teaching units, integration plans, and appraisal devices have been used. 
New suggestions for program evaluation are included, and corrections 
of error in the first edition have been made. The author continues in 
the debt of his many professional associates for teaching him so much 
about codrdinated and codperative programs and to those others who 
have given their consent to have passages from their writings quoted 
in support of material here. 

DELBERT OBERTEUFFER 
Columbus, Ohio 
January, 1954 


I 


The Foundations of 
School Health Education 


Health in Education 


CIENCE,” it has been said,! “will control the conduct of the 

human race.” The more man can learn how to use the knowledge 
he has and the knowledge he is steadily accumulating from scientific 
investigation, the greater facility he will have in understanding and 
solving his problems. His worlds of economics, production, religion, 
homemaking, or politics become easier to control, his objectives more 
easily attainable, and his life safer albeit more complicated. Science, 
in time of war, is a great destroyer. In time of peace, applied to man’s 
life, it is a great liberator and a great protector. From the laboratories 
all over the world and for hundreds of years have come the great 
discoveries which have been so useful to civilization—discoveries of 
surgical techniques, protective vaccines, ways to preserve food, to heat 
houses, to purify water, to promote growth, and to do hundreds of 
other things. The accumulation of knowledge is massive. Our society 
struggles to use all it knows. 

Since colonial days, when the foundations of America’s great system 
of public education were laid, the school has been the principal means 
by which science has become understandable to the public. The school 
has become the conveyor and the interpreter. The individual himself 
becomes the user. For hundreds of years the school has been the means 
by which its students gain an understanding of the world’s great 
advances and the meaning and directions of culture. It is through 
education that the great implements of knowledge and intelligence are 
combined to develop the means with which man controls his environ- 
ment and secures his livelihood. 

Without these means man might die. We are not many centuries 

1 T. H. Sedgwick. 
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from the jungle. Primitive life was cheap, and short. Modern man 
wishes to live long and well. He will do so successfully only to the 
extent that he learns more of the scientific nature of his world and 
puts into use those things he learns. 

In the broadest sense much of man’s scientific achievement has a 
bearing on his survival or his development. When this heritage is 
transmitted to the oncoming generations through the medium of the 
school, then virtually all the school’s efforts, in no matter which direc- 
tion, may be viewed as having a bearing on man’s growth, his develop- 
ment, and his preservation. Hence, and broadly speaking, his education 
in health—in survival and development, in protection and in the means 
of utilizing best his Tresources—occupies much of the school’s time. 


Health education thus conceived becomes a major function of educa- 
tion. 


RESPONSIBILITIES OF THE SCHOOL 


In the twentieth century these broad responsibilities have been 
clarified, sharpened, and reduced to organizational and curricular 
terms where they may be viewed and accepted. The school becomes 
responsible for reducing the lag in knowledge between that which is 
known to the scientist and that which is known by the public. Night 
air was known to be harmless years before there was any general 


the best grasp of his environment and of his life, 
The ultimate goal of all education is behavior o 
reflects the knowledge gained from the tea 
influence favorably the lives of people, to 
things, to improve living over what it was in the past. I 
stantly to show better Ways of getting along, of building a heritage, 
of preventing sickness, or of preserving the home. It teaches with the 
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hope that Cicero or Virgil, Pasteur or Banting, Beethoven or Harris, 
Kettering or Edison will give in knowledge, beauty, or skill the ability 
to live a better life than the generation just departing. 

It is distinctly so in health education. What Jenner told the world 
about the cowpox is important knowledge—but important to the in- 
dividual only if he uses that knowledge to become vaccinated. What 
Semmelweiss told about the sanitation of the hospital ward saved the 
lives of thousands of mothers only when the sickroom and the surgery 
were made clean. What others have told us about development and 
metabolism and muscle becomes important only when we secure for 
youth an opportunity to run and climb and swim against a constantly 
confining and restricting sedentary world. Action is the thing. To live 
healthfully, to practice what one knows, to do the scientific thing— 
that is the principal objective for which teaching exists. Behavior is 
more important than either knowledge or the elusive attitude because 
without the action the thought is impotent. 

Five or six hours a day, thirty weeks a year, for twelve or sixteen 
years children are required by law to attend school. No other social 
institution in America enjoys such a certainty of patronage. Neither 
church, hospital, nor court can be assured of eager citizens coming 
annually for what ministrations are traditionally given. The school can 
because it enjoys the benefit of compulsory attendance laws. It has at 
once the greatest opportunity for good and the most compelling re- 
sponsibility of any of our institutions. It is the responsibility to receive 
these youngsters from their homes, contribute to their development 
during the long hours of schooling, and turn them out at the end not 
only undamaged from the experience but better in growth and devel- 
opment, in spirit and in outlook, than when they came. There can be 
no justification for a school life which, receiving a lad wholesome and 
sound at six, releases him twelve years later tuberculous because of 
the school experience. There can be no case made in defense of a 
school system inattentive to the psychological states of its employees 
which produces children in their reflection, nervous, unstable, malad- 
justed. Society has no right to compel attendance in firetraps, or to ask 
that twelve years of a child’s life be given to dark, dirty, or dangerous 
buildings. The environment of the school must be good for health, for 
life, not destructive of it. 
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THE EXTENSION OF THE RESPONSIBILITIES 
TO COMMUNITY LIFE 


Operating in its own sphere the school contributes to knowledge, 
affects behavior, and establishes a healthful environment. These are its 
opportunities within its own walls. But it is basic to today’s conception 
of education to see the school as a force in the community, It no longer 
operates behind cloistered walls unrelated to the great public move- 
ments which shape the country’s political, social, and scientific destiny. 
It is no longer tenable for the school to assume that it has done all it 
can for its pupils when, at the end of twelve or sixteen years, they 
graduate and “go out into” the world. On the contrary, today’s modern 
school maintains a constant interaction between itself and community 
life. Children bring the living problems into school for discussion and 
enlightenment and the school through its forums and organizations, 
through modern communications goes to the community for purposes 
of extending its educational services therein. 

It is so in health education. The problems of home and community 
living, of personal adjustment, sanitation, disease control, nutrition 
form the grist of the mill of school health instruction. Likewise through 
the use of school and community health councils, parent education 
groups, and other extension devices, the school strives to keep the 
public informed of advances in health knowledge and about best con- 
temporary health practices, Let a county or a state, for example, be 
confronted with a legislative problem concerning the care of tuber- 
culous people and one will expect to find the school taking an active 
part in molding public opinion on the subject, Let a problem of public 
concern over some epidemic disease assume proportions and the mod- 
ern school may be observed as one institution among many with a 


t wit gencies and organizations whose 
primary effort is directed toward public health education, 
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INDIVIDUAL AND GROUP NEEDS FUNDAMENTAL 
TO THE CHARACTER OF THE PROGRAM 


A modern program of school health education has its origins, then, 
in the lives of people. It does not spring from any preconceived notions 
of an academician that “these things should be taught because I believe 
they should.” No such reason is adequate. Nor does it spring from the 
idea that if children can be given a knowledge of the structure and 
function of body parts they will go forth and live long and successful 
lives. No such position is acceptable because today it is known that 
such backgrounds of information function only feebly in the solution 
of a current problem of marriage, or food selection, or anxiety. Of 
little avail is the knowledge that the fissure of Rolando splits the brain 
if one is truly concerned about one’s ability to measure up to the social 
pressures of the sophomore class! 

School health education goes to the individual, to the family, to the 
group for the substance of its program. It seeks out the needs of people 
to satisfy, queries to answer, perplexities to solve. It anticipates prob- 
lems by having the means to the solution ready. It helps the student 
meet his concerns as they arise. It gives him techniques of living better. 
It studies the community, the state, and the nation for its directions, 
revealing as such study does the health status of the people. To reveal 
individual needs and supply them is its principal, its only important 
technique of development. It can justify its instructional and service 
aspects only as the proof of their need is demonstrable in the lives of 
either the student or the general public. 


Basic Problems Confronting 


Schools 


pay scientific approach to tasks involved in health education 
require fact finding before any program of health instruction or 
health activities can be developed. The school itself can become a 
more healthful place to live only when the needs of children are 
known. It is axiomatic that the facts of life must be revealed before 
any intelligent action can be taken in the direction of improving the 
quality of living. 

What problems, then, confront the American people? What needs do 
people have? An examination of both the individual himself and the 
individual in relation to his society will show both personal and 
aggregate needs; some of them can be met by individual action and 
others require group consent interpreted in public health measures. 


It is necessary to analyze these individual and group needs and they 
may be described as follows: 


PRINCIPAL PROBLEMS 


I. The Occurrence of Mental and Nervous Diseases and Other 
Forms of Psychogenic Maladjustments 


Millions of people find themselves unabl 
or emotionally to the demands of modern 
sooner or later to gear his own desires, a: 
feelings to the world of possibility in whi 
and childhood must learn to be a social 
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tinctly an individualist, motivated by the urge of self-preservation and 
relatively oblivious to any interests other than his own. Society im- 
poses upon him, however, the necessity of being concerned for others, 
giving others their rights, and the world he lives in demands that his 
self-preserving and self-seeking motives be modified to allow for as 
much satisfaction of the interests of as many people as possible. Some 
have great difficulty in making this kind of social adjustment. They 
develop early the inabilities to share, to respect the rights of others, 
or to direct their own lives through the maze of requirements which 
all must meet in order to live. 

Ambition drives men and women forward. In a competitive world 
they strive for security, food, wealth, position, It is quite human to 
want some degree of mastery or distinction. And many, of course, find 
such success. They become satisfied with their lot, and their frustra- 
tions and disappointments are at a minimum. Their happiness is secure 
and their adjustment, thus, is well established. 

When, however, success does not attend their efforts, when failure 
and discouragement are the end-products of their work or planning, 
then they must call upon their resources of philosophy or religion, or 
their background of substitute reactions, to tide them over and keep 
them from breaking under the strain of disappointment. 

No one is born with these psychological or social adjustments all 
made. What we are taught has a great bearing upon them. The fact 
that so many fail to make the desirable adjustments is evidence that 
either the maladjusted one was not taught how to maintain a psycho- 
logical and social stability or the genetic factor or the environmental 
circumstances are such as to make such appropriate reactions virtually 
impossible. 

For example, over half a million persons are now suffering from 
some mental breakdown of sufficient severity to make hospitalization 
necessary. Probably another half-million persons with similar insta- 
bilities are abroad who should be in hospitals. About one out of every 
twenty persons will, sooner or later, suffer some temporary or perma- 
nent psychological disorder which will make it necessary to have 
psychiatric or hospital treatment. About one out of every ten persons 
suffers from one or more of the lesser psychological “states” such as 
acute worry, anxiety, depression, or hysteria, and there are some who 
will estimate that nine out of ten are assailed with disturbing doubts, 
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fears, worries, and anxieties of sufficient importance to impair effective- 
ness and jeopardize happiness. 

Since 1940 the United States has prepared its greatest inventory on 
the health status of its population. The administration of the Selective 
Service Act provided for medical and psychological examinations of 
more millions of people than were ever before examined in one pro- 
gram. It is no comfort to know that roughly 40 percent of all those 
examined for service were rejected for medical reasons and that one 
out of every eight rejections was for mental disease of some form or 
other. Mental disease clearly leads the list of all causes for rejection 
for military service, Moreover, nearly a half-million men were dis- 
charged from the services for neuropsychiatric disorders after they had 
once been judged acceptable! 

What sort of society do we have which will produce such conditions 
in the short life span of twenty or thirty years? What influences are at 
work to prevent the development of acceptable psychological states 
and to produce such yariations as to make this large segment of the 
population unfit to perform the task of bearing arms? 

Those adverse psychological states lie at the root of many overt acts 
of an antisocial nature. It has been shown, for example, how the ten- 
sions of family life, producing, as they do, acute irritation, are some- 
times responsible for bad judgment in driving an automobile, There 
are a quarter of a million children brought into juvenile courts every 
year, many of whom are there because of the absence of an oppor- 
tunity to learn the standards of appropriate behavior. Who knows what 
preventable maladjustments lie behind the nearly two million crimes 
committed in the United States each year; or what emotional prob- 
lems are responsible for what proportion of the 600,000 chronic alco- 
holics who, today, are in need of treatment? 

These evidences of the existence of adverse psychic states are spec- 
tacular. There are other manifestations which are not as easily dis- 
cernible but which are Operative nevertheless. The hostilities shown in 
social and religious prejudice, the tensions underlying labor disputes, 
and many of the personal instances of absenteeism, incompetence, and 
dissatisfaction are traceable to the inability of the individual to find a 
way to meet the demands made upon him. Health education in school 
exists, in part, to help him find a way. 

Viewing the figures from still another standpoint, one finds in 1950 
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a suicide rate of 11.4 per 100,000. This makes suicide about the four- 
teenth or fifteenth leading cause of death, depending upon the year the 
figures are read. It is greater than birth injuries, ulcers, appendicitis, or 
murder and just less than syphilis, influenza, and hardening of the 
arteries. The frustrations, fears, disappointments, and sorrows that lead 
to suicide may be as preventable, under timely treatment, early instruc- 
tion, or a reorganized environment as some of the communicable diseases 
are preventable by the application of the same three factors. Three to 
four times as many men commit suicide as women. The intriguing 
question is, How can society be organized so as to remove some of the 
pressures on men which lead them to self-destruction? 

The American Psychiatric Association has classified mental diseases 
into four convenient categories which are helpful to the health educa- 
tor in establishing clues as to preventive measures. These are: 


1, The mental deficiencies—incomplete or arrested mental develop- 
ment; genetic, congenital, and hereditary in origin. 

2. The neuroses—arrested development affecting only a portion of the 
personality; include the exhaustion and anxiety states, psychasthe- 
nias or fears, obsessions and compulsions, and the hysterias. 

8. The epilepsies. 

4, The psychoses—involvements of whole personalities; serious impair- 
ments of the ability to feel, perceive, remember, and think; include 
the hallucinations, delusions, and abnormal emotional and motor 
reactions. The psychoses are divided for convenience only into 
organic and functional in their origin, and the latter are believed to 
be caused by hereditary, constitutional, or environmental factors. 


This classification, tentative though it may be, gives the health edu- 
cator the hope that through his efforts an adolescent can be guided 
through school or college without appearing as a statistic in the mental 
disease column. Or an intelligent discussion of marriage and its “give 
and take” might prevent the exhaustion neurosis which frequently 
follows quarrels in the home. 

If it is true, as estimated, that 25 percent of all “bodily” ills are 
psychogenic, these add to the present major health problems of the 
people. The roots of many of these mental disturbances are deeply 
laid in childhood and adolescence. Comparatively few children will 
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show the adult type of neurosis or psychosis but the behavior and 
personality problems of the younger years, the misdirections and mal- 
adjustments of childhood are basic to later difficulties. The fruitful 
time for prevention is the school age, the time for the laying of a 
foundation of stability, of freedom from fear, anxiety, and insecurity, 
of confidence and strength. Thus, when one deals directly with the 
problem in school health education, there appear two inescapable 
questions: What specifically are the causative influences of these men- 
tal breakdowns? What specifically can school health education do to 
prevent them? 


2. The Occurrence of Communicable Diseases 


Mankind has been fighting against the parasite, the microérganism, 
the germ for as long as he has known they were enemies. The micro- 
scope gave him a chance to see the invader, Pasteur described the 
germ in relation to disease, and countless revelations since have estab- 
lished clearly that there are dozens of diseases passed from man to 
man which are capable of his destruction if allowed to run their 
course. 

Man has learned to fight them with many weapons. He rids his water 
supply of the bacillus of dysentery by chlorinating it. He immunizes 
his newborn against smallpox and diphtheria before the child is a year 
old and he takes a picture of adolescent lungs to see if any tuberculosis 
is present which may be early arrested. He repairs his teeth against 
focal infection, he pasteurizes his milk against undulant fever, and he 
sprays DDT to kill the malaria-bearing mosquito. The modern world 
has developed hundreds of techniques to control these organisms and 
still they take a heavy annual toll in sickness and death, 


3. The Onset of Sedentary Living 


Since the industrial revolution man’s way of living in this country 


Basic Problems Confronting Schools 13 


shelter for us. Life has been made more comfortable, easier, and at 
the same time more complex. Biologically, however, the industrial 
revolution was not an unmixed blessing. It substituted machinery for 
much of the hard work. It has made muscular labor largely unneces- 
sary. Millions now can live with no more effort on their part than 
picking up a telephone or signing their name. They are relieved of 
the necessity of plowing a field, building a house, or killing game to 
survive, For many survival becomes a battle of wits, not a test of 
brawn. The premium today is on intelligence and not on muscles. 
Even on farms, in coal mines, and in other pursuits where muscular 
strength and skill are still largely needed, the trend is toward the de- 
velopment of an ever-increasing number of devices which will lessen 
the need for hard work. 

In all these years, however, the human body has changed very little. 
For centuries the same structures have served the same functions. The 
same relationships between abdominal wall and viscera exist today 
as existed a thousand years ago. The area between hips and shoulders 
contains most of the vital organs of the body. Their relationship to 
each other, their position, their function depend in great measure upon 
the tonicity of the abdominal wall. Let the four great muscles, the 
internal and external oblique, the rectus, and the transversalis become 
flabby from disuse and the weight of the organs behind them responds 
to gravity. Varying degrees of ptosis result. Muscles respond to use. 
It is plain to see that disuse of the abdominal wall will affect the 
efficient functioning of the viscera. Thus activity, physical activity, the 
active working life, utilizing the abdominal wall in the great natural 
movements of lifting, climbing, running, swinging, and others, is im- 
portant to organic welfare. 

It is reasonable to believe that many of the health problems of the 
middle years and later have their origins in inactivity. Many of the 
tensions, the disturbances of the heart, blood vessels; and kidneys, 
disturbances of digestion and elimination may be induced by years of 
soft, inactive living behind desks where the only strength needed is 
to pull on one’s shoes in the morning! It is impossible to estimate the 
number or kind of problems both organic and psychological which 
arise out of this situation. Sedentary living is convenient but costly in 
terms of function, of strength and vigor. 
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4. The Development of the Diseases of Mid-Life 


Facing millions of people are states of lowered function or actual 
disease attendant upon their middle and old age. Disturbances of 
digestion, constipation, diseases of the heart and kidneys, the tumors 
both malignant and benign, gallstones, impaired function of any or 
all of the great vital organs sum up to the fourth of America’s great 
health problems. These are not, strictly speaking, diseases of degenera- 
tion. The term is a bad one. No degeneration may be present in some 
of them. The term is useful only to connote a change for the worse, 
a lessening of efficiency, an alteration in function which almost always 
assumes serious proportions. Medical or surgical care is required to 
circumvent, where possible, the death which is all too frequently the 
result of the change. It is roughly estimated that at any one time two 
out of every hundred people are incapacitated from illness or accident 
and of these one is incapacitated unnecessarily. Of this latter group 
many are victims of one or more of these degenerative states which 
might have been postponed or avoided had the individual been more 
appropriately informed about his own welfare. 

Roughly 150,000 people die every year from cancer. To date no 
certain means of preventing or treating that disease have been devel- 
oped although through the use of the x-ray, surgery, radium, and 
radioactive isotopes a limited effectiveness in control has been estab- 
lished. The frontiers of cancer research are being pushed back in every 
direction and each year additional information on its inheritability, its 
nature, and its treatment becomes available, The educator passes it on 
to the public in the hope that with the use of the information for what 
it is worth more lives can be saved and more pain avoided. 

Heart disease is, of course, the greatest of all the causes of death and 
thus one of the greatest of all health problems. It may have its origins 
in childhood through the contraction of one of the children’s com- 
municable diseases. It may have the seed sown through infected teeth 
or tonsils unattended too long. Rheumatic feyer and syphilis are the 
two principal causes of heart disease among young people. Nearly 
400,000 people die every year from heart disease and over 3% million 
people have it and thus must live in accordance with its limitations. 
It is no respecter of age. It kills more children between ten and fifteen 
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than any other disease, and the combination of rheumatic fever and 
rheumatic heart disease causes “almost five times as many deaths as 
infantile paralysis, whooping cough, diphtheria, scarlet fever, measles 
and cerebrospinal meningitis combined.” 1 One out of every ten re- 
jected under the Selective Service Act for the Second World War was 
rejected because of some disease of the heart and blood vessels, and an 
uncalculable number of days are lost annually from work or home 
because of heart disease. 

The American Heart Association makes clear the role which school 
and public health education must play in the control of the disease. 
People must be educated to avoid, however possible, the infections 
which may lead on to heart disease; to care for infections scientifically 
when they occur; to seek competent medical advice; and to live a life 
in adulthood free from overweight and anxiety. These preventive and 
sometimes compensating factors must be taught. They may not pre- 
vent or arrest heart disease in every case but they are important in its 
control and reduction as a major health problem. 

There are roughly 35,000 deaths every year from diabetes; 800,000 
people have the disease. Ninety percent of the population has some 
form or other of dental decay. If the 1930 death rate for appendicitis 
prevailed today we would expect about 20,000 people to die of it. 
Actually only about 8000 will because of recent advances in therapy 
which have brought about the reduction. The figures on all these 
diseases and ailments are readily available. A perusal of them will 
constantly raise two questions: How can reductions in both morbidity 
and mortality rates be brought about? What contribution can school 
health education make to this reduction? 


5. The Hazard of Accidents 


Lamented and uncivilized though war is, there are even greater 
unnecessary killers. The accident is the most prominent of these. In 
1951 some 94,000 deaths were ascribed to accidents and nearly ten 
million disabling injuries resulted from them. These figures are greater 
than the annual losses from warfare. There is an annual economic 
waste of eight billion dollars. Probably no health problem has been 


1 American Heart Association, 1947. 
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analyzed more thoroughly than have accidents.? Statistics are abundant 
to inform anyone who will inquire concerning rates, age and sex dif- 
ferences, probabilities, and classifications. 

It is known, for example, that there are more deaths from accidents 
in childhood than from any other cause. Roughly 40 percent of all 
deaths of children between the ages of five and nineteen are caused by 
accidents with the greatest toll in adolescence, where roughly 42 per- 
cent of all deaths are so caused. 

It has been said, and not altogether facetiously, that “accidents don’t 
just happen.” They are caused, They are caused either by a defect in 
the environment in which we live or by a defect in the person trying 
to manipulate his environment. Either the machine was faulty or the 
operator fatigued. Either the bathroom floor was slippery or the bather 
was careless in where he stepped. In either event the cause could have 
been, in the overwhelming majority of accidents, removed. The annual 
toll of accidents in lives and dollars makes this a major health problem 
and school health education attacks it as it does the others—through 
education of the individual, through teaching him how to live safely 
and how to organize a constantly safer environment. 


6. The Hazards of Infancy and Maternity 


? See bibliography at end of chapter. Particularly helpful f i 
statistical accounting of the accident toll is an fatal publieabioa! of i ea 
Safety Council, 425 N, Michigan Ave., Chicago, Ill., called Accident Facts. 
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if in the secondary schools girls were brought closer to their eventual 
maternal responsibilities, they would insist upon better care during 
pregnancy and they would know enough themselves to care better for 
infants after their birth. Problems associated with infection, feeding 
the child, diet of the mother, secondary complications like heart disease 
or fatigue, and psychological anxieties or tensions are the principal 
causes of disaster attending maternity. Not in all cases but surely in 
many, infant or maternal deaths can be averted if the problems are 
made a part of school effort toward health education. 


7. The Birth Rate and the Population 


There are many who see in the rising birth rate in the United States 
a serious health problem for the nation. It is contended that there is 
a greater tendency toward mediocrity and inferiority than toward 
superior stock. The birth rate among the so-called “lower” classes is 
higher than that among college graduates, for example, and thus alarm 
is felt that in a century or so the quality of human tissue will be low- 
ered to the “danger” spot. Large families seem to be more prevalent 
among the lower-income groups, and if the lower income means less 
ability to succeed, then the contention is we will have a nation of less 
able stock than heretofore. 

The problem is not a simple one. It can neither be tossed aside as 
something far too large or too personal to handle nor be handled as 
the Nazi party in Germany dealt with it. They described the charac- 
teristics of a super race and encouraged marriage within that group. 
Certainly the marriage of those whose offspring are sure to be a burden 
to themselves and to society might well be prevented, Certainly some 
control over the production of defective offspring could well be exer- 
cised. To these ends many organizations * are devoting their programs. 
They wish to inform, to educate people through broad campaigns and 
through clinical consultation, to the end that fewer health problems 
will be created and that the quality in the human stock of the nation 
may be kept high. 

Less spectacular than the foregoing is, of course, the constant prob- 
lem facing millions of young people of the part the hereditary or 
genetic factor will play in their marriage. Thoughtful young people 

3 E.g., Planned Parenthood. 
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wonder about the inheritability of characteristics, They want to know 
if musical talents, good looks, sweet dispositions are inheritable. They 
want to know if, when they marry, they marry “the whole family,” 
They ponder over the inheritance of insanity, size, color, and race, 
They want to know all about the Rh factor and more and more each 
year they come face to face with the problem of birth control. 

For the answer to these problems many of them turn to the school 
and to the church. In biology, health, and social science exist great op- 
portunities for advancing the information of young people and helping 
them plan for more intelligent selection in marriage and more success- 
ful married life. The problems associated with the birth rate and the 
population constitute a very real series in the group of major health 
problems. 


8. The Use and Availability of Scientific Health Services 


Certainly one mark of the level of civilization of a people is the 
availability of medical and dental services and the use which they get. 
Any description of a civilized people would have to include the story 
of their development of personnel and institutions devoted to the 
protection, care, and improvement of the health of the individual 
members of their society. It is more than coincidental that those coun- 
tries of the twentieth century judged highly civilized, e.g., Sweden, 
the United States, Great Britain, are also the countries with the highest 
type and best distribution of medical, dental, hospital, nursing, and 
other health services. Civilization means, among other things, intelli- 
gent arrangements for the health of the people. The better the arrange- 
ments, the higher the level of community or national development. 

Asa health problem, then, the use of professional health services has 
three aspects: the education of people to use scientific agencies, the 
distribution of the services throughout the population, and the educa- 
tion of people away from the unscientific fad and the quack. 

Surprisingly enough, many have to be taught to avail themselves of 
the services of the doctor or the dentist. Many children grow up never 
having seen a doctor or dentist. Nearly half the children in the rural 
United States have never had the benefit of medical attention. They 
do not know what modem medicine has to offer or what services may 
be had for their care and protection. They must be taught what scien- 
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tific care is and how to distinguish it from unscientific quackery. Many 
others know of the advance of science in caring for human life but 
because of an unfortunate past experience, a prejudice, a misconcep- 
tion, or perhaps a religious bias they neglect or ignore the best society 
has to offer. They thus need reéducating or reorienting toward modern 
health care. The American has a right to choose his physician. He may 
gotoa witch doctor, a faith healer, a chiropractor, or a medical doctor. 
The choice is his. He must be educated to make a wise choice. 

Getting a more adequate distribution of these services throughout 
rural and urban areas is an equally difficult problem. Medical services 
and procedure tend to become centralized in cities and in certain 
neighborhoods in cities. In the state of Ohio, for example, there is one 
doctor for every 1100 country people and one for every 625 cityfolk. 
There is one hospital bed for every 630 people in rural areas and one 
for every 260 in the city. Dentists are similarly scarce in rural areas, 
the ratio being 1 to 2600 compared to 1 to 1400 in cities. Forty percent 
of the counties in the forty-eight states have no health officer guarding 
the public health and some fifteen million people have no recognized 
hospital available in the counties where they live. 

On the other hand, few countries have expanded private and public 
services of this kind as far as we have. The growth in the twentieth 
century of the public health concept, i.e., that government has a right- 
ful concern for the health of the people, has extended health services 
into areas where none had ever existed before. It has marked the 
passage of much disease control and sanitation legislation, has widened 
the functions of school health education, and has brought about the 
development of public clinics by the thousands for the care of the 
indigent and needy. By both private enterprise and public means 
health services are being made available to the people of the country. 

But still the public spends nearly 300 million dollars every year 
on quack or fake doctors. Another similar amount is spent for patent 
medicines, drugstore “cures” of dubious value or no value at all. Scores 
of persons lose their lives each year unnecessarily because they placed 
their faith in some spurious quack treatment and neglected to use the 
scientific facilities which were available. Millions of people spend their 
money chasing the rainbows of cures for baldness, skin beautifiers, 
reducing drugs, remedies for diseases of middle age, and the dozens 
of other advertised pills, drops, appliances, tonics, systems, or treat- 
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ments which the unscrupulous foist upon the gullible public. The 
annual loss is terrific in monetary waste, prolonged sickness, heartache 
and disappointment, and death. 

There are over a hundred identifiable healing cults or groups in this 
country. They range from the very prominent ones, such as the manip- 
ulative cults, which purport to cure all by releasing pent-up nerve 
energy, and the faith-healing groups, which believe that all illness is 
evil and that prayer will protect against diphtheria or cancer, to the 
bizarre and little-known groups practicing some abracadabra and filch- 
ing a dollar here and there from the uninformed. 

To all of these unsound and spurious practices and groups school 
health education most surely should pay its respects. The public de- 
serves to be informed, to be protected against loss of money, hope, and 
life. The consumer of health services, like the consumer of food, de- 
serves to know where the poison is, where high quality may be found, 
and where he and his family may find safety in the best which modern 
medical science can offer. The problems here are numerous and rep- 
resent an important phase of school health instruction. 


9. The Problems of Food and Diet 


In this land of plenty where the production of food exceeds by far 
domestic consumption, nutritionists say there is still much wanting in 
the way most people solve their nutritional problems. Not only is food 
not distributed as well as it should be but people do not eat the things 
they should for best growth and development. The science of nutrition 
has a great deal to offer. 

For example, it is said that about 40 percent of the population eat 
neither tomatoes, citrus fruits, nor cabbage, all important sources of 
vitamin C. It is estimated that 34 percent eat no milk or cheese and 
that 48 percent fail to eat at least one egg a day. These important 
sources of protein are necessary for best growth and repair. Far too 
many mothers either do not know what to feed infants and children 
or are unable to procure good food for them. Carious teeth are in some 
cases caused by dietary mistakes, and certainly two adult problems, 
of overweight and constipation, might both be solved if there were 
more widespread use of the knowledge of nutrition which is available. 
It is no longer the housewife alone who needs to be intelligent about 
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the selection of food. The millions who eat at least one meal a day in 
restaurants have problems of selection and consumption. Here also the 
woods are full of quacks and charlatans preying upon an uninformed 
public. Hollywood diets, reducing fads, special foods for this or that, 
queer notions about vegetarianism, foods with supposedly exceptional 
and special merit—all of these are exploited and sold to a public ripe 
for such deception. The school must bring better information to its 
students, 

The vitamin fad is largely a typical product of the inadequacy of 
school health instruction. Had people been better instructed on the 
nature and limitations of vitamins much of the pother about them 
could have been eliminated and again much of the consumers money 
saved, There are unlimited opportunities for the educator to improve 
the eating practices of people. Once the problems become known, the 
scientific facts can be brought to bear. 


10. Problems Originating in the Environment 


Not all of the major health problems originate in germs, or food, 
or accidental situations. Man frequently creates his own problem by 
establishing an environment which in itself is not conducive to good 
living. He seems to create these problems only to spend time and 
money trying to solve them. Frequently we have witnessed large build- 
ing interests constructing tenements where large families live in small 
spaces; whereupon the individual stockholders give thousands of dol- 
lars to the charitable or relief organizations whose aim is to alleviate 
the trying conditions which the buildings themselves produce. In- 
adequate housing, unsafe buildings, crowded quarters, insanitary 
plumbing, insufficient refrigeration and water supply, and lack of 
privacy are some of the environmental conditions which produce the 
personal and group health problems of epidemics, maladjustments, un- 
happiness, and disaster. 

In the growth of cities there has been little attention given to the 
recreational needs of the population. Houses, buildings, factories, rail- 
roads, stores—all have been built in proximity and rarely has space 
been left for open air, parks, playgrounds, pools, and woods. City 
dwellers have to go miles in search of fun and relaxation. Problems of 
tension, frustration, boredom, and monotony, as well as those associ- 
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ated with sedentary living, may be added to the social ills of delin- 
quency and unsocial behavior characteristic of crowded urban areas. 
Situations of this sort concern school health education not so much, 
perhaps, for the direct results which may be obtained in the lives of 
people experiencing these adverse environmental conditions as in the 
hope that by revealing the problems the conditions creating them may 
be removed. It is more fruitful to get rid of tenements than it is to 
help a tenement dweller live more comfortably in one. At all events, 
both attacks must be made on the health problems created by an 
adverse environment. The long-range alleviation of causes of a problem 
must be attempted and immediate suggestion for adjustment to the 
problem must be offered. 


11. Superstition and Magic 


Man has always had an insatiable appetite to know the mysteries 
of his own body. Since primitive days he has searched, analyzed, 
experimented, and examined to discover the knowledge of his origin, 
his function, and the causes of illness and death. The zeal with which 
he has pursued this knowledge is responsible for the very great amount 
of information the world now has concerning this most complex of 
all animals. 

Nor has man ever been balked in his search for the answer to life’s 
perplexities. If he has been unable to find an answer readily available 
he has made one up. Conjectures, hypotheses, theories, and simple 
guesses have taken up more space in the libraries of the world than 
demonstrated facts. If man has not been able to establish an intelligent 
control over the means of achieving, he has resorted to the mysterious 
or the magical. He has simply refused to take “I don’t know” for an 
answer. Thus from the savages of ancient civilizations with their 
sorcery, their sun worship, or their potions and incantations, through 
the Greeks and Romans with their hundreds of gods of healing,‘ 
through Hippocrates and the four humors, through the centuries of 
speculation on the nature of disease which led up to Pasteur, through 
recent decades of investigation on cancer, psychoses, virus diseases, 
and psychosomatic relationships, to the present moment, man has 


In W. A. Jayne, Healing Gods of Ancient Civilization, Yale University Press, 
1925, 
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insisted on answers, true or otherwise, to the mysteries of his nature. 
Many of these speculations, hypotheses, or folk practices of other 
centuries remain today as superstitions. Studies have revealed literally 
hundreds which relate to health. These beliefs present a very real 
obstacle in the path of advancing scientific knowledge. They frequently 
bar the way and leave a person more likely to retain the superstition 
or folk belief than to accept a carefully revealed scientific development. 

Likewise, man has been quick, particularly since the industrial revo- 
lution, to accept time- or labor-saving devices. He welcomes a machine 
or a short cut of some kind which will do a job in half the time neces- 
sary for the old way. The twentieth century finds no abatement of this 
interest; time- and labor-saving devices will continue to be developed 
over the years. This insistence on speed and labor saving frequently 
complicates the development of a child or the healing of an illness. 
It may lead impatient parents to believe that in place of the out-of- 
doors, fields and streams, good food, and long hours of sleep, they can 
substitute vitamin pills or some other magical device and so help their 
child to develop more quickly. Or it leads others to put faith in the 
quick manipulation of a “bonesetter” or the handy phrase of the 
“psychic healer.” Belief in magic leads many to hopeless remedies, 
fake cures, and blasted hopes. Education has the opportunity to estab- 
lish the scientific point of view, the patience which comes from un- 
derstanding, and an understanding of the complexities of the human 
organism. 


12. The Lingering Belief in Dualism 


Rooted deeply in the beliefs of far too many people is the ancient 
idea that mind and body are separate and that health refers only to 
bodily states. Most definitions of health reveal it to be concerned only 
with the physical side of life. For centuries people have been led to 
believe that physical states are unrelated in any way to mental states. 
This dualistic conception of man is the source of many health prob- 
lems. As long as it remains it will obstruct the scientific approach to 
the solution of these problems. Such a dualism leads people to believe 
that what goes on in the mind has no bearing on bodily conditions; 
conversely, that an illness is physical and unrelated to such psycho- 
logical states as worry, depression, or irritation; that physicians deal 
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only with the physical and faith healers only with the spiritual. It 
confuses many by allowing them to believe that the tensions of the 
psychological existence are not reflected in organic changes, whereas, 
as a matter of fact, they are. 

The scientist for many years has known that mind and body are 
one. They cannot be separated. Influence upon one readily affects 
the other. Through the diencephalon there is an interchange of effect 
or stimuli which solidifies the unity of mind and body. Health is both 
physical and mental in its nature; there is truly no such thing as 
“physical health” or “mental health”—they are aspects of the same 
thing. The tissue of the organism is so differentiated as to allow for 
high specialization. Some tissues are used in psychological processes, 
others in the so-called physical. But health refers not merely to the 
state of the latter but to the ability of all tissue to function. On these 
terms, recognizing the unity of man, an acceptable definition of health 
would be: Health is the condition of the organism which measures the 
degree to which its aggregate powers are able to function. The charter 
for the World Health Organization describes it as: “Health is a state of 
complete physical, mental, and social well being and not merely the 
absence of disease or infirmity.” © 

Only by the acceptance of such a definition and by the realization 
of the fallacy in dualism can the educator bring the student to ap- 
proach his health problems intelligently and scientifically. They must 
be looked at as potentially either psychological or physical in their 
origin, possibly both, and the reorganization or development of one’s 
life must be seen as involving all states and all functions. 


PARTICULAR PROBLEMS OF THE SCHOOL 
POPULATION 


The major health problems confronting the population as a whole 
have been described. School health education has its origins in these 
problems. It grows out of them and must constantly be related to them. 
To deal with them directly and constructively is the only assurance 
school health education has that it is meeting the needs of the people. 


5 See J. H. Fetterman, “The Correlation of Psychic and Somatic Disorders,” 
Journal of the American Medical Association, January 4, 1936, p. 26. 
ë From the Preamble of the Charter of the World Health Organization, 1946. 
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Many of these problems are reflected rather pointedly in the lives of 
school children and are important in forming the substance, the mate- 
rial, with which school health education works. 

Children of all ages are curious concerning their growth ahd devel- 
opment. They want to know the whys and wherefores, They ask 
innumerable questions about food and sleep, sex and family life, 
medicine and quackery. Thousands upon thousands of these expressed 
curiosities have been gathered by curriculum makers to serve as a 
base for courses of study. Their use in this connection will be discussed 
in Part II. 

In addition to the needs of children and adults as expressed by their 
questions, other analyses such as mass physical or psychological exam- 
inations reveal the existence of handicaps in their quantitative aspects. 
The findings give school health people a clear lead as to the sort of 
services and activities which must be organized and conducted for 
their relief and for the ultimate free development of the child. It is 
estimated, for example, that a quarter of a million children in schools 
have well-marked behavior difficulties. In fact, some results of recent 
mass psychiatric testing of school children indicate that possibly half 
of all children have real or incipient mental or nervous disturbances, 
many of which have been engendered by influences within the school 
itself. There are two million or more children with impaired hearing, 
a half-million or slightly less tuberculous children, a half-million with 
cardiac limitations, and 400,000 crippled children. There are roughly 
nine million mentally deficient children and 200,000 epileptics. Prob- 
ably as many as 70 percent or more of all school children have one, or 
more carious teeth. 

What do these figures mean for schools? What can one expect to find 
in any given community? One would expect to find the incidence of 
impairments varying with the economic and biological status of people 
and with the availability of medical services. And so it does, Likewise, 
the age of the group has a bearing upon the presence of defects, 

As children become older, the incidence of impairment of teeth, 
tonsils, speech becomes less while defects of vision, nutrition, heart, 
hernia, and orthopedic handicaps became greater.? 


7C. H. Maxwell and W. P. Brown, “The Age-Incidence of Defects in School 
Children, Their Changing Health Status,” Journal of School Health, March, 1948, 
p. 65. 
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These handicapped children are to be found in every school in the 
land. By ones and twos, by dozens and hundreds, they present them- 
selves for education. The school must receive them, teach them, help 
them grow and develop. The school must help them to live with or 
around their handicap—to compensate for it—and, whenever possible, 
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(From Journal of the American Medical Women’s Asssociation, March, 
1951, p. 91.) 


assist them and their parents to remove it. These children deserve 
every protection against influences which might make the handicap 
worse just as children free from handicaps deserve protection against 
those influences in school which might produce disabilities. 

In short, it may be fairly estimated that some ten or fifteen million 
school children out of our fifty million present sundry kinds of dis- 
ability other than dental and other than the minor forms of emotional 
maladjustment. Some of these disabilities can be done away with en- 


Basic Problems Confronting Schools 27 


tirely. Some can be alleviated or compensated to a considerable degree. 
Virtually all school children, the well and normal as well as the handi- 
capped and maladjusted, have a need for health knowledge. The value 
of efforts in this direction will be found not only in the relief of the 
moment but also in the favorable effect upon the adult population of 
later years. A study by Ciocco 8 compared the deviations from normal 
in a group of children of twenty years ago and today and found un- 
mistakable evidence that uncorrected handicaps in childhood persist 
in adulthood at least to the point of serving to disqualify for military 
service. Ciocco concludes that certain disqualifying (for military serv- 
ice) defects already evidenced in childhood “emphasize the impor- 
tance of child hygiene work for the health and welfare of the popula- 
tion. There can be no doubt that the health of the child will be reflected 
in that of the adult, and that all efforts which increase the physical 
well-being of children will result in health in adults.” 


FORCES CREATING AND RELIEVING THESE 
PROBLEMS 


Living things are at the mercy of the material forces within their 
environment, In the great cycle that is life, living tissue, whether in 
a plant, an animal, or a man, reacts to these forces. Some of them are 
favorable and helpful to survival and growth; some of them are de-’ 
structive. The hardy plant or animal survives the drought or fire or 
flood and lives on to another year. The weaker dies and may leave 
no seed to perpetuate the species. There is little the animal can do 
to withstand the unfavorable forces other than to seek shelter and to 
husband his food. The plant stands alone and without protection in 
its lone battle against the elements which would destroy it. 

Man not only meets all of the problems of drought and pestilence 
but he seemingly creates some of his own. He alone has the only means 
in the world of living things to foretell and plan for problems—an 
intelligence—but he uses his unique talents to devise forces which 
are as destructive as those of nature. It is insufficient that man learn 
how to build shelter, grow food, and escape a flood. He must also learn 
to prevent wars which are of his own making, survive slander which 

8 Antonia Ciocco, “Physical Growth in Childhood and Military Fitness,” Amer- 
ican Journal of Public Health, September, 1945, p. 927. 
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is a growth of his own competitive society, and eliminate ignorance 
which denies him his own discoveries of how to survive. It is a race 
between the forces of evil and the forces of enlightenment, between 
those things which kill and destroy and those which aid in survival 
and contribute to development. 


SCIENCE AND EDUCATION AS FAVORABLE 
FORCES 


There is a vast storehouse of information from the world of science 
which if made wholly available and if wholly used by man would 
increase the length and improve the quality of his life immeasurably. 
From the great laboratories of the world has come knowledge on 
infections, immunization, nutrition, cancer, atomic fission, and a host 
of other phenomena which have been explored with an eye to man’s 
use in his protection or development. The great discoveries of the ages 
—Harvey’s on the circulation of the blood, Pasteur’s of the germ theory 
of disease, and others of equal importance—have added up to a vast 
amount of scientific information which, if man could receive and would 
use it, would help him to repel the forces of destruction and to live 
more productively and happily within his allotted years. The scientist 
now knows much more about human heredity than his fellows know 
and practice. It is known how to breed cattle for better strains. Similar 
knowledge is available on human stock but lies untouched because it 
is not widely dispersed or widely used. There is strong social and 
religious feeling which revolts against the use of too much science 
applied to human reproduction. But the information is there. Informa- 
tion is available about diphtheria and whooping cough, about teeth 
and accidents, about tuberculosis and heart disease, information which 
if understood and used would reduce these destroyers to the point 
where millions would be spared their effects. 

Science has moved forward in the last two centuries with breath- 
taking speed. From all civilized countries, from hospitals and labora- 
tories, from experimental stations and clinical practice have come dis- 
covery after discovery bearing upon the preservation or enrichment 
of human life. No corner of darkness remains unattacked. The in- 
vestigation proceeds relentlessly to push back the frontier and to 
reyeal more and more of the nature of life and its processes. Such 
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investigation cannot be stopped no matter how often the findings of 
the scientist are used by man for his own destruction. The inquiring 
mind of the researcher will constantly be productive of new dis- 
coveries useful to man in his war with his environment. 

To bring this vast array of information within the grasp of the 
ordinary citizen is the task of education. One cannot expect the 
scientist to stop his research to explain in popular fashion what his 
findings mean. And yet unless someone does, the amount of unused 
information may become even more staggering than it is now. In The 
Next Hundred Years C. C. Furnas dramatically shows how far the 
scientist has outstripped the consumer public and how, unless stren- 
uous efforts are made to prevent it, the world of ordinary affairs may 
soon become once again a dark age, not for want of available fact, 
but for want of means to disburse and use the data on life which are 
already available. 

At this point education must assume its full role. As the social insti- 
tution devoted to the recapitulation of the culture of the race and to 
the directing of man’s activities toward survival rather than disaster, 
the school stands strategically placed to convey to the population the 
facts and meanings of the work of the scientist. Both the educator and 
the scientist contribute, thus, to the advancement of culture—the one 
by uncovering the nature of man and his world and the other by 
revealing the facts and placing appropriate interpretations and applica- 
tions upon them. 

In this task, modern education has only partially succeeded. The 
evidence for that statement is not to be found by examining the 
curriculums and programs of schools. It is established as one realizes 
the amount of ignorance possessed by the people who are products 
of the schools; it is established by the existence of stupidity, super- 
stition, folklore, neglect, and failure among the public in place of an 
enlightened knowledge and planned action which should be there. In 
engineering, perhaps, the school and college convey to the student 
the developments of science as rapidly as one could wish, Likewise in 
good medical schools recent and proved developments are passed on to 
students as quickly as possible. So also in radio or agriculture. Some 
lag in these areas may be present but it cannot compare with the lag 
between the scientific in healthful living and the dissemination and use 
of the information by the needful student. The school has been slow 
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to make a place for health education within its program. It is fair to 
say that many of the major problems discussed in this chapter remain 
major because schools have not directed the full force of their in- 
fluence against them. 

To solve these problems, to move the population forward in a 
deepening and widening of understanding of life and its values and 
meanings, to develop a scientifically literate and alert public, educa- 
tion must unite with science, must join with public health, preventive 
medicine. As Derryberry has put it: “Health education is universally 
accepted as an essential part of the public health program. Descrip- 
tions of the control activities for such diseases as tuberculosis, venereal 
disease, malaria, the acute communicable diseases, cancer and the 
degenerative diseases always list health education as one of the im- 
portant and necessary parts of the program.” ° 

As an institution drawing its life from the will of the people, sup- 
ported by taxes, and maintained by compulsory attendance laws, the 
school must accept its responsibilities to protect, cultivate, and develop 
the health of its children and the health of the community which 
supports it. Morally it is so obligated. 


A MODERN PROGRAM OF SCHOOL HEALTH 
EDUCATION” 


Education in the twentieth century is answering this challenge by 
developing programs of school health education. Their basic purpose 
is clear; to bring to bear upon the individual life the best information 
and service from the scientific world so as to preserve, protect, and 
develop that life. The program itself, when fully developed, is not a 
simple thing; it has many ramifications, divisions, and interrelationships 
of personnel, It becomes the responsibility and province of no one 
person or profession. 

In essence and schematically presented, a modern school health edu- 
cation program may be described as follows: 

? M. Derryberry, “Health Education in the Public Health Program,” U.S. Public 
Health Reports, November, 1945, p. 1894. 

10 For excellent definitions of the functions within and parts of a modern pro- 
gram of school health education refer to the Report of the Committee on Termi- 


nology in Health Education, C. C. Wilson, chairman, published in the Journal of 
School Health, May, 1951, p. 170. 
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Tue HEALTH NEEDS or THE SCHOOL AND COMMUNITY POPULATION 
May Be Mer By 


A PROGRAM OF INSTRUCTION AND A PROGRAM OF SERVICE 


which is founded upon which also is founded upon 
AN APPRAISAL OF INFORMATION AN APPRAISAL OF NEEDS 
NEEDS leading to an appropriate 
which are organized into a program of 


COURSE OF STUDY AND CURRICULUM MEDICAL, DENTAL, PSYCHIATRIC, and 


requiring EDUCATIONAL ACTIVITY 
requiring 
SKILLED TEACHERS SKILLED PERSONNEL 
who constantly attempt an who constantly attempt an 
EVALUATION OF RESULTS EVALUATION OF RESULTS 
to determine whether to determine whether 
THE NEEDS ARE MET THE NEEDS ARE MET 


The chapters which follow will discuss the foundations, principles, 
and procedures which seem appropriate for the most effective fulfill- 
ment of this program. There is no conflict here with either the practice 
of medicine or the development of public health education. The pur- 
poses of the school health program are distinctly educational in nature 
and remain within the purview of the school as an educational institu- 
tion. The program seeks: (1) to inform, (2) to assist in fitting children 
to receive an education, (3) to give them experience with the best 
of scientific health services, and (4) to secure for them a school en- 
vironment favorable in every respect to their growth and development. 
These four purposes define and limit the scope of modern school health 
education. If they can be achieved the school may well say that it is 
making a constructive contribution to the health of the nation. 
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II 


The Currriculum and Teaching 


Planning for Effective Teaching 


HERE is no area of the modern school curriculum which needs 

more realistically to be based upon the facts of man’s existence 
than does the program of health instruction. There is little danger of 
being overdramatic on that point. Quite literally what the adolescent 
girl learns about cancer in her health class may save her life later. What 
the young man may learn about his responsibilities in marriage can 
well protect his marriage from the incompatibilities which are fatal to 
so many. 

If we are to achieve such useful results, the effort in health in- 
struction must be carefully planned and skillfully executed, It is not 
reasonable to remain aloof from the facts of living and prepare teach- 
able material with merely the hope that it will do someone some good. 
On the contrary, teaching in this area must begin with an analysis of 
need and proceed from there to an organization and presentation of 
material geared to all that is currently known about the learning proc- 
ess. The haphazard throwing of facts at students, an unrealistic organi- 
zation of course content, the teaching of material too simple or too 
complex for the group—these are ruinous of the chances for good 
results. The teacher who plans to function effectively in health instruc- 
tion must be aware of basic principles applicable to the selection and 
organization of material to be taught. 


FUNDAMENTAL CONSIDERATIONS 


Planning of the specific course in health, or of the entire curriculum 
as it relates to health, must be done with certain fundamental consid- 
erations in mind. These are: 

37 
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1. Personal Action 


To affect favorably the personal life of an individual is the ultimate 
goal not only of health teaching but of all public health work. Surely 
all health teaching must be focused directly at the impact it makes upon 
a given person. The favorable changes which may be made in a per- 
son's life are the changes that count. Whenever one sees a table 
showing, for example, that a thousand mothers die for every hundred 
thousand births one must recognize that each of these thousand was 
an individual. Nothing could be effective in saving their lives except as 
it touched each one of them. If instruction could have done it in some 
cases, then it had to be instruction which was acceptable and used by 
that woman. Sanitary engineers have improved the public health by 
cleaning up a water supply and thus protecting individuals against 
typhoid fever. No health lecturer ever spoke for an hour to five hundred 
people and did any good whatever except in so far as the people them- 
selves individually lived by the advice given. “The public health” is 
but the sum of the individual “healths” of the people who make up the 
“public.” Thus, all health teaching must be directed at persons—no 
impersonal general approach will be as effective. 


2. Needs and Interests 


Such teaching, therefore, must be based upon, must be related to, 
must in fact be identical with the needs and interests of consuming 
learners. There need be no confusion about this point. There are some 
who erroneously believe that acceptance of this principle will commit 
the teacher to the willy-nilly pursuit of every whim and fancy raised in 
class and will prevent the attainment of any solid block of learning by 
the class as a whole. It does not imply this at all. It does imply, how- 
ever, that any course and any curriculum must be based on the per- 
sonal problems of the members of the group individually and in society. 
These personal needs will not be ignored in favor of “general back- 
ground,” alleged problems, or the “things the teacher thinks they 
should know.” 

People of all ages have needs, They have interests. Sometimes they 
are articulate about them, sometimes not. Sometimes students readily 
reveal their interests. Sometimes they hide them. The teacher of health 
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instruction must have the ability to dig them out wherever they are, 
to organize them for class purposes, and to use them as the material 
with which the class deals. (We will discuss later how these interests 
may be discovered. ) 

We can hope for a greater acceptance of health information if it 
relates to the problems of students than if it is arbitrarily selected and 
unrelated to these real problems. 

On what grounds can we justify the satisfaction of personal needs 
in health teaching? Three general statements may be made to support 
this view. 

a. People will not think vitally about a subject unless the subject 
is vital to them. The material which is selected to go into a course in 
hygiene ought, according to this statement, to be material which is an 
intrinsic part of the life of the learners. W. H. Kilpatrick once said that 
learners must see and feel the utility and pertinence of what is being 
learned as a matter of present concern to them. Only thus will they 
intelligently join in the movement or apply the knowledge to an actual 
situation. The closer the conscious relationship, the better the learn- 
ing. 

view of these statements, then, the best way to get students to 
think vitally about their health problems would be to seek out those 
problems of living which are vital to them. Their interests and felt 
needs play just such a role. What would be the vital needs and interests 
of students in, for example, the subject of fatigue? They would prob- 
ably want to know how best to go through the day without “that tired 
feeling,” or perhaps the reason why a person feels “all run down.” The 
problems close to their lives are those of common occurrence, rather 
than concern over the construction of lymph vessels or the formation 
of carbon dioxide and lactic acid. 

To seek out the individual and class interests and use them for 
subject matter is to recognize the principle that the best learning takes 
place when the learner reacts vitally to the subject material. The im- 
mediate problem is most fruitful of results because of the identity of 
the subject-to-be-learned and the learner himself. 

b. Learning, for the most part, is highly specific. Students do not, 
as a general rule, first learn generalities and then later make their 


1W, H. Kilpatrick, Twenty-Sixth Yearbook of the National Society for the 
Study of Education, Public School Publishing Co., 1928, part ii, p. 125. 
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applications. Learning about a particular thing takes place by specific 
experiences with each particular subject. A great deal is known, for 
instance, about the physiology of muscular exercise, the kinds and 
types of muscles, and the importance of muscular exercise in life. 
Enough is understood so that certain broad conclusions can be made 
regarding the benefits of exercise. But in teaching the known facts 
about exercise and its place in life, the best point of departure is the 
interest of the student in active recreation, and not the conclusions or 
generalities reached after prolonged study of muscle action. Illustrating 
this point of view, syllabi can be found in which the order for dis- 
cussion on the subject is: (1) structure of muscles, (2) how muscles 
act, (3) kinds of muscles, (4) involuntary muscles, (5) keeping 
muscles in good condition, (6) the value of exercise, (7) desirable 
forms of exercise. The generalization which physiologists have made 
regarding the structure of muscles (1) and the ways in which they act 
(2) was reached after a study of the more immediate and specific 
problems of muscular exercise (6) and (7). That is, the world learned 
about the structure of muscle after it learned about the action of 
muscles in exercise and about the specific effects of exercise upon the 
muscles, 

A more hopeful way of approaching this unit on active recreation 
would be through the specific experience of the student in such prob- 
lems as: Is swimming a good form of recreation? When should one 
learn to play golf? Should one in middle age indulge in strenuous 
sports? What sports are best for high-school girls? Or, how best can 
one keep in good physical condition? Some such recognizable problems 
as these would be a more acceptable point of departure and elabora- 
tion than “the structure of muscle” because they are specific rather 
than general experiences. 

There are very good reasons to question the desirability of teaching 
generalizations or abstractions first. To know that digestion is princi- 
pally an acid reaction or that there is phosphorus in bone may be 
interesting factual material to the physiologist or the anatomist but to 
the ordinary consumer, the student who merely wants help in solving 
his problems of living, these are not relevant facts until they can be 
shown in relationship to the known problem. They remain unrelated 


generalizations until their bearing upon some specific matter calls 
them up. 
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Clearly, then, the wealth of material now known about exercise 
should not be presented in its general divisions. It should, instead, be 
offered in terms of specific problems of the individual, such as the type 
of game which will develop muscles, the nature of muscle stiffness, 
the reasons for fatigue after exercise, and other specific interests of the 
learner. 

What the adult world has learned about the prevention of disease 
in the individual has by now been classified into certain generalities 
concerning protective substances, blood function, and the action of 
microörganisms. In learning about these things, however, one first 
approaches them in terms of the specific elements involved in the 
general statements. The learner’s interests are in such health matters 
as catching cold, blood poisoning, and vaccination, rather than in 
phagocytosis, the side-chain theory, or the general notion of im- 
munity. 

The idea that a person has of an abstract matter is dependent upon 
the sort of situations in which that matter has been previously ex- 
perienced. Symonds makes this perfectly apparent when he says: “A 
misconception that is found throughout all education is that learning 
proceeds from the general to the particular. . . . Conduct begins by 
the formation of separate skills and habits. . . . It is a curious anomaly 
that we take the end result in our own learning and try to make it 
the beginning in the learning of children.”? In other words, the 
generalizations which we make about health, such as “the mouth is an 
avenue of entrance of disease,” or “exercise is beneficial to health,” are 
conclusions which are not readily apparent at first except by persons 
with trained minds or by those with an exceptionally high degree of 
intelligence, The generalizations or logical arrangements of experi- 
ences are continuous with, but represent the later stages of the learning 
process, and should not be used as points of departure. 

Students have traditionally been taught to understand the best health 
practices only after they have studied the anatomy and physiology 
involved, Thus, to understand the importance of the balanced diet, 
they have had first to know of enzymes, amino acids, calorimeters, and 
nitrogen equilibrium. Or, in order to understand how to develop a 
wholesome adjustment of life, they have approached the problem 


2P, M. Symonds, The Nature of Conduct, The Macmillan Company, 1928, pp: 
316-317. 
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through the fissures of Rolando, the centers in the medulla, or the 
cortical areas. 

The wealth of material in human anatomy, physiology, bacteriology, 
and the other great sciences which have revealed the workings of 
human life is teachable in explanation of a human problem. The 
material is largely wasted when given as new material and merely to 
teach the student the structure and function of his body. It may even 
be said that there is no use at all in teaching the structure and function 
of the body unless the learner can use the material taught to further his 
development and solve his problems. If that is true his problems and 
his development offer the point of approach for the science. Otherwise 
the science may become wasted because, being unrelated to ‘anything 
going on in the life of the learner, it is dry and dull. 

c. Interests manifested by questions or outspoken curiosity represent 
the individual's attempts to maintain a favorable relationship with his 
environment. We may call these articulate interests. They are revealed 
to the teacher by the spoken word in the form of questions arising out 
of some situation in which learning is taking place and in which the 
need for a new adjustment to environment has appeared, 

Raup ê has described this as a constant effort on the part of the 
human being to maintain a state of favorable adjustment with his 
world. Raup’s contentions are based upon the universality of the 
characteristic of living things to be continually seeking a balance, or 
a “complacency,” between themselves and their environment, How do 
interests or outspoken curiosities relate to the human desire to main- 
tain this state of complacency? Suppose a student has been taught 
that smoking is injurious to health, This idea has, in the past, seemed 
perfectly reasonable, and the student has reached a state of quiet con- 
viction on that point. One day he reads an advertisement in which it 
is stated that a prominent athlete smokes and that smoking has a 
steadying influence upon the nerves, He is immediately disturbed, for 
he fels that his former learnings are being contradicted. His com- 
placency in the matter of smoking is upset, Then follows an effort to 
discover the truth. After all, is smoking really harmful? What evidence 
have these people when they say that smoking steadies the nerves? 
Doesn't smoking dull the brain, thereby upsetting the nerves? Dozens 


° R. B. Raup, Complacency, the Foundation of Human Behavior, The Macmillan 
Company, 1923. 
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of questions immediately crowd into his mind, and he seeks some 
person, some source, which will give him satisfaction in the matter and 
help him solve his problem. 

The questions or curiosities this disturbed student may have repre- 
sent his efforts to return to a state of complacency or stability with his 
world. He wishes most earnestly, sometimes desperately, to reéstablish 
his mastery, his complacency in the situation and thus any teaching 
which helps the problem is avidly seized upon by drives from within 
and is accepted as helpful in the situation. 

The implications of this conception of complacency to the teaching 
of health are numerous. We may assume that students are almost 
constantly faced with stimuli of varying sorts which necessitate some 
action if they are to maintain their complacency. Daily experiences 
bring changes from former ways in which living was best accom- 
plished. The individual is in a more or less constant struggle to main- 
tain his complacency. To seek out his problems, explain and answer 
his difficulties, lead him into better ways of making his adjustments 
to lifethese are opportunities for a teacher of health. 

Assume that students come to a hygiene class some morning in a 
state of complacency regarding food. They have had a good breakfast; 
they are generally well fed; their interest in food and nutrition is, for 
the moment, dormant. The subject of the day is announced but evokes 
no general response in their minds. If, however, this subject is stated 
in the form of a question, the complacency of the members of the class 
is disturbed to a certain extent. Their conception of some matter has 
been challenged, and they react by answering the question either to 
themselves or aloud, Thus, by thought-provoking questions they may 
be stimulated out of their complacency regarding nutrition. Then, with 
the discussion well established, each student may take from it what 
information he needs to restore himself to his former state of balance. 
If the complacency regarding the first question is not restored com- 
pletely in the make-up of any one student, he may ask another question. 
Given the answer by his own reasoning or with the help of the teacher, 
his balance is then restored. By this continuous raising of questions, 
and the discussion of them, the subject of nutrition can be covered, 
time permitting, to the satisfaction of most of the students. 

Supposing, however, that no question is forthcoming at the very 
beginning of the class hour. Does this mean that no teaching on the 
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subject of nutrition ought to be carried on that morning? No brief is 
held for the stand that the teacher should wait until some need, desire, 
or whim appears in the mind of some student. To refuse to teach 
because no one in the class has any immediate interest in the subject 
at hand is not reasonable in the light of the purposes of modern educa- 
tion. Dewey puts the responsibility directly upon the teacher in this 
situation: “If the teacher is really a teacher and not just a master or 
‘authority,’ he should know enough about his pupils, their needs, ex- 
periences, degrees of skill and knowledge, to be able to share in a dis- 
cussion (not to dictate aims and plans) regarding what is to be done 
and be as free to make suggestions as anyone else.” Further, his “prob- 
lem [the teacher's] is that of inducing a vital and personal experi- 
encing.” 

The question arises here, however, as to the ability of any one person 
to learn much if he is utterly dependent upon the questions of others 
to bring out the discussion, Will there not, in the question method, be 
a waste of time for any particular individual? At times there probably 
will be, But it may be noted that the greater part of our learning takes 
place in social situations in which we listen to others discuss the prob- 
lems of life. In the long run, the pooled interests of a group will 
probably make for progress in the learning of any one individual in 
the group, rather than for regression. 

The health knowledge of a student by the time he reaches college is 
an echo of the particular kinds of information which have been taught 
him at home and in school. The home still carries on the greater share 
of health teaching, and yet it is likely to be one of the major sources of 
superstition and misconception regarding health. Health education, at 
best, is not a very exact science; and it will be many years before 
definite statements can be made about all matters of health. This situa- 
tion makes for perplexity in the student’s mind. He may have learned 
one “fact” at home, a conflicting “fact” at school, and a third else- 
where. These apparent inconsistencies, when discovered, will usually 
be grouped around larger problems which then can become the prin- 
cipal segments or areas for discussion of the health or hygiene course. 

In summary of the foregoing three statements in support of the use 
of student needs and interests it must be clear that the successful 
teachers will constantly relate the material to be taught with some 
experience of the student. School and college students are in the devel- 
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oping, expanding, questioning, thinking period of their lives. Life to 
them is a series of new adventures, challenges, perplexities, and they 
keep seeking new ways of doing things. They must continually make 
decisions and they normally seek the right to make their own. Health 
instruction, therefore, should be constantly related to this process of 
decision making; should constantly aim to give the material with which 
these decisions can be made; and should constantly reveal conse- 
quences, open new ways of behaving, and lead the student into a life 
which can be guided by the wealth of scientific information available. 

The converse of this point of view uses the learner as a means to an 
end, It uses him to serve some purpose other than his own. It has him 
learn things for values not apparent to him. He is asked to “make a 
showing” or to “pass a test” or to learn “because I believe you should.” 
Such values are psychologically not conducive to permanent and ap- 
plied achievement. They may produce temporary results, but lasting 
values from the process are rare. Much of schooling is forgotten be- 
cause it was meaningless. In health education when teachers do not 
make the material meaningful it is more than a missed opportunity. 
It is frequently tragic in its effect upon health. Kant’s dictum is par- 
ticularly pertinent here; he cautions us to “so act as to treat humanity 
whether in thine own person or in that of any other in every case as 
an end withal, never as a means merely.” That is a command to make 
health teaching useful—not a mere collection of facts but a living 
experience in the study of life and how it is lived. 


3. Intrinsic vs. Extrinsic Material 


Daily problems of living present the most fayorable media for 
effective learning about health. It is within those experiences that one 
seeks the answers rather than having the answers to problems thrust 
upon him. A learning experience has the elements within it of the 
ongoing activity, the hindrance, the search for promising ways to over- 
come the hindrance, the application or trial of the ways, the resumption 
of the activity or the solution of the problem. We learn by this pattern 
and its variations. It has meaning to the teaching of health. For ex- 
ample, we find our work interfered with by acute indigestion; we seek 
relief; we try water, soda, pills, and tablets. We try medical attention 
and possibly surgery. We apply the solutions. One works, and in the 
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whole process we have learned much about medicine and quackery, 
about pills and tablets, about food and food idiosyncrasies, and about 
causes of indigestion, The learning was intrinsic to the problem; it was 
meaningful and cogent. But it might also have been inaccurate. The 
teacher's role is to guide the student into a solution of his problem at 
the same time building within him convictions and techniques which 
will be useful in other and similar problems. 

Our problems are so numerous that they are not, of course, all of 
the same simplicity. Some are very complex and to solve them requires 
learning in many areas of living. One learns of marriage, for example, 
not by studying some of the rudimentary phenomena of sex life but by 
delving far into the factors which make for successful marriage. The 
economic, the psychological, and the social factors are all important. 
When they are taught they become better learned when their relation- 
ship to the personal problems of marriage is apparent. Thus material 
is intrinsic when it deals with or helps solve a problem and its relation- 
ship to the problem is seen. It is extrinsic when it is learned merely 
for its own sake and without reference to any ongoing activity or 
problem in the life of the learner. The material intrinsic to the solu- 
tion of a problem has the better chance of being effectively learned. 


4, Motivation Through the Group 


Most organized teaching about health matters takes place in a class. 
The individual finds himself a member of a group. The teacher dis- 
covers that he is trying to get individual action without intimate asso- 

jation with the personal problems which need solution. If personal 

action, rather than knowledge or favorable attitude, is the ultimate 
goal in health teaching, then the teacher, not being in such an authori- 
tative position as to command action, must give some thought to all 
the factors which will favorably motivate. 

The young teacher will often be dismayed at the apparent “wastage” 
in teaching. People do not always do what they are taught! They some- 
times seem to pay little heed to the health advice given to them in the 
classroom. There are many who have spent years in school and college 
and yet the experience has meant very little to them in terms of 
behavior changed for the better. And so the modern teacher is con- 
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stantly trying to study the ways to reduce this wastage and thus make 
the teaching more effective. It is a problem of discovering the magic 
formula for presentation-motivation-acceptance—and use. If the teacher 
can arrange for the presentation of the materials to be learned in such 
a way as to motivate the students to accept them, the chance of usage 
is greater than otherwise. But how? 

The answer to the question is not altogether available as yet. Not 
enough is known about the factors and conditions which will produce 
action. Or about the relative influence of some factors with some 
people. Some youngsters are easily swayed by the group they run with, 
others not. Some come to class with home notions fixed firmly, and no 
amount of didactic instruction will shake the ideas loose. Let the group 
take a different view of the problem, though, and the stubborn one 
may come around with surprising ease. 

{t may all have something to do with our overall social background. 
Our children are brought up in an atmosphere of debate and discus- 
sion. They hear forums, read of Congress, are aware of labor-manage- 
ment discussions, enter into disputations among themselves—are, in 
effect, brought up in an atmosphere more democratic than authori- 
tarian. Hence, when they bring to class preconceived ideas on health, 
on smoking, diets, sex practices, alcohol, they are frequently less likely 
to accept scientific explanations as authoritative than they are a group 
acceptance as persuasive. 

The teacher may well attempt two things as he aims to utilize group 
opinion and group action in teaching. He should make every effort to 
find out what the values are which cause a student to have the ideas 
he does. For example, a student may refuse medical care not because 
‘he is ignorant of what the physician has to offer or because he is 
ignorant of his own condition. He refuses because “where he comes 
from” going to a doctor is sissy. Or the high-school girl will consistently 
dissipate not because she knows no better but because by so doing she 
finds the prestige she seeks which is denied her at home. Teachers who 
seek out these deeper motivations frequently attain valuable insights 
into how to change the behavior into a sort more favorable to the wel- 
fare of the student. 

The second suggestion which is important in this connection pertains 
to the group itself. There is an increasing body of evidence from mod- 
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ern social psychology to show how effective group discussion can be 
in producing personal action. It is a far cry, of course, from the didactic 
lecture of a professor to two or three hundred students (not one of 
whom he knows, nor do they know each other) to the small group 
discussion with the teacher participating in the search for a decision or 
solution. 

Suppose a high-school group is about to tackle the question of 
smoking. The chances are great that every member of the class has an 
attitude about the subject—some of the attitudes are more or less 
violent or emotionally based. Several alternatives are open to the 
teacher: (a) he can lecture on the subject giving one side of the con- 
troversy only; (b) he can give both sides; (c) he can authoritatively 
“tell” the students what and what not to do; (d) he can set himself up 
as a question answerer and allow students to raise their questions with 
him; or (e) he can make the problem a truly group one with the main 
issue clear, the secondary questions discovered, small class groups or 
committees at work on the sub-issues, debate and discussion held freely 
and without rancor, and some group decision arrived at. 

He has those and other choices, The last one described has great 
promise. It allows the individual to bring his own values to the group 
to test them in group discussion which must be kept free and not 
oppressive, and eventually to ally himself with the group as he seeks 
support for his changed ideas or changed behavior. The essential thing 
in method in conducting classes on this discussion-decision basis is to 
allow complete freedom for all to present their ideas, to work out their 
confusions and disagreements, and to formulate a conclusion based 
upon their experience. 

The teacher’s role is of great significance. He does not, as some 
erroneously believe, step out of the picture and allow students to come 
to a decision on the basis of their pooled ignorance. The teacher takes 
part, adds facts, opinions, helps formulate judgments, opens new re- 
sources, aids in finding evidence, arranges for resource people to be 
used. The teacher keeps the discussion free, encourages the timid, 
sublimates the overly aggressive and domineering, moves the group 
along to a decision or conclusion, but never usurps or dominates. 


By such group action many individuals find the all-important per- 
sonal action more readily taken. 
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5. Motivation and Emotion 


Psychiatrists and other students of human behavior are aware of the 
part emotions play in forming attitudes and guiding behavior. If the 
teacher can associate pride with keeping fit, fear with the absence of 
protective vaccination, joy with active recreation, results in terms of 
continuous behavior are more likely to occur. As J. C. Whitehorn has 
expressed it: 


. . . It would be helpful, I think, to keep ourselves consistently reminded 
of a basic motivational principle; namely, whether we are considering human 
attitudes on social or interpersonal issues or human prejudice regarding food, 
the development of attitudes is brought about through emotional experiences, 
and it is through emotional experiences that any modification of attitudes is 
accomplished. I venture to express a very broad generalization: mere infor- 
mation never of itself changed an attitude. This is not a trade secret among 
psychiatrists. Others know it, too. But I doubt if the members of any other 
professional group are so thoroughly aware as are the psychiatrists of the 
ineffectiveness of mere information. In order that information may have some 
influence on attitudes and behavior, it must be related to one’s sense of 
values, and value judgments are essentially tied to emotional processes.* 


Far too many times health classes are said to be boring, dull, static. 
Probably the reason for such a sorry condition is that the teacher 
teaches dead rote fact, without application, without meaning, without 
imagination, controversy, or appeal. To have students fee] as well as 
think, take sides on an issue, show enthusiasm for what they are doing, 
is surely not to be condemned, but encouraged. There is ample oppor- 
tunity for this kind of total response in health instruction. 


6. Health as Motivation 


“Health” itself is not a good motivating factor. We have become 
accustomed to appealing to young and old alike to do or not to do this 
and that “for the sake of your health.” The admonition that such and 
such is “good for your health” is used indiscriminately to get children 


* Psychological Dynamics of Health Education, Proceedings of the Eastern States 
Health Education Conference (April 13-14, 1950), Columbia University Press, 
1950, p. 8. 
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to go to bed, to eat their cereal, or to wear their overcoats. Many 
appeals are made in the name of health. Advertising channels use it 
liberally for sprays and soap, for mattresses and automobiles. The 
health of the nation is well solicited. One is urged on every hand to 
protect his health against the many dangers which beset him. 

And yet, using health as a motive is a dubious practice, and the 
reasons are three: In the first place the concept of health is essentially 
a generalization and thus not well understood. Few people will do 
things for reasons they do not understand or understand poorly, Ask 
a child what “health” means and he will generally respond that health 
means “being big” or “eating my cereal.” An adolescent will think of 
it as being “physically well.” He will think of it in terms of recog- 
nizable and immediate experiences. It is more meaningful to a child 
to be encouraged to eat his fruit or drink his milk because he will be 
stronger if he does than to tell him blandly that such things are good 
for his health. Likewise, there is a better chance of getting overcoats 
worn in cold weather if one makes it clear that the “flu” will interfere 
with school activities which are fun. A specific appeal to a specific 
ongoing and important interest is much more likely to be successful 
than the appeal to a generalization which is not well understood. 

In the second place health should be presented in its true light as a 
means to an end rather than as an end. Health is a tool to be used. Only 
to the sick and the hypochondriacal does it become an objective. To 
the well it is something to use, to spend, to rely on through life. It is 
expendable in the sense that it is there to be used in the attainment of 
life's purposes. As Williams has expressed it many times, health is not 
mass, but function, It is not something to husband but something to 
spend. Not that it is to be wasted. Good health is a condition of the 
organism which is to be used in attaining one’s goals. It should be 
used freely. Whenever the teacher sets health as an end in competition 
with other ends, then health will frequently come out second best. 
Many are willing to attain the other objective and let a little health 
go for the moment. Let the teacher show, however, that the perform- 
ance of “health” activities will contribute to the success of the ends 
in view (i.e., sleep tonight will assure a better game tomorrow) and 
*here is a better chance for getting the sleep. 

Health as a motivator is likewise of doubtful value because of the 
hazard of making hypochondriacs out of people. There are millions 
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seeking alibis for failures, millions who yearn to be the center of the 
stage for even a fleeting moment, millions who crave sympathy and 
affection. To these their health is a sure thing. Teach them to guard 
it, do things or avoid things because of it, make them “health con- 
scious,” drum “health” into them from infancy, and they develop the 
morbid interest in it characteristic of the hypochondriac, the quack, 
the faker, the bore. Health becomes a crutch, an excuse, an all-absorb- 
ing fetish. These people excuse failure because of poor health. They 
have no claim to glory but know that the recitation of symptoms will 
get an audience any time. They claim their share of sympathy with a 
vengeance. 

These are too frequently the results of urging people to do things 
“because they are good for your health.” It is much better to find the 
reason for doing the thing in the direct result of its doing. Health as 
a word and as a motive should be used sparingly if at all in teaching 
about it. There are excellent reasons for getting sleep, being vaccinated, 
and eating well. They need not be obscured by using the single general 
term “health.” 

To teach people to be “health conscious” is a doubtful practice for 
the reason that the great physiological processes go on best without 
interference from the psyche. The loss of self-consciousness is desirable 
for the sake of one’s effective functioning. This means that the teacher 
of health must see that the interest in learning about health matters is 
transferred from the self to the idea or activity which would be the 
beneficiary of the knowledge learned. For example, one would transfer 
the interest in vitamins from their importance to growth to their rela- 
tionship to playing hockey or basketball. One would, likewise, transfer 
the interest in active recreation away from doing it “for one’s health’ 
to playing golf or tennis for the fun of it or for the sake of being with 
friends. The West Pointer maintains a rigid posture not by concen- 
trating on the position of his visceral organs but by attempting a 
bodily reflection of an ideal of the Service. One seldom plays golf for 
health’s sake, and to play tennis for “exercise” is suitable only for those 
who (a) must actively seek such therapy in convalescence or (b) must 
find an excuse for their love of golf and tennis. 

There are times, however, when it is desirable to think consciously 
and act overtly in terms of health. We would want the camper to boil 
or chlorinate his water on purpose to prevent disease. We would want 
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children deliberately to give up the old swimming hole because its 
water is filled with B. coli and we would want any persons with early 
symptoms of an ailment to be introspective enough and to know 
enough to call a physician for aid. Sometimes we have to act con- 
sciously about our health and it thus becomes the responsibility of 
the teacher to give enough information describing the consequences 
of our acts to allow the learner to make intelligent choices. Health 
conduct is, after all, largely a matter of choices. We choose to smoke 
or not to smoke, to go to sleep or to stay up another two hours, to seek 
an early diagnosis or to wait a couple of months to see what develops, 
to eat this or that, to cross in the middle of the block or to go up to 
the corner. The selection is the student’s. It is his life, his welfare, his 
happiness at stake. The business of the teacher is to provide him with 
the data which will help him make these choices, 

Thus to get everyone to “take a conscious interest in his health” can 
be badly overdone from several points of view. It can lead to a morbid 
interest in health. It can interfere with physiological function, and it 
can serve as a spurious reason for doing an otherwise reputable thing. 
At the same time students must be taught to handle reasons, facts, 
points of view, data in such a way as to be prepared to make an ob- 
vious and important choice when serious matters are at stake. 

With such basic principles of instruction in mind one can reasonably 
expect results from a program of health instruction. Individual lives 


should be improved, Thus the aim of school health instruction must 
be clarified, 


THE AIM OF SCHOOL HEALTH INSTRUCTION 


The principal aim of school health instruction is to secure favorable 
behavior or conduct in all situations involving an individual’s health, 
Broadly put, the aim of health instruction is to teach people to live 
well, to live scientifically, efficiently, economically, and happily. Be- 
havior is what counts. In the last analysis it is what we do that is of 
greatest significance. As Durant says, “We become what we do,” There 
are other aims of instruction. Two, at least, are traditional, almost 
classical. They are: to acquire knowledge about health and to establish 
proper attitudes about it. Health knowledge is, of course, the frame- 
work upon which are built the attitudes and behavior. It is the grist 
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out of which the judgments, the decisions are made. Knowledge is 
basic, primary, and important. “Had I known that, I would have done 
so long ago.” Knowledge forms the base for action, and if the principal 
aim of health instruction is healthful behavior then knowledge must 
be acquired and given freely and plentifully as part of the experiential 
base from which a course of action is chosen. 

To impart knowledge is the simplest thing to be done in the class- 
room. Students can be taught, tested for retention, and taught some 
more. Whether the learning becomes effective in the pattern of living 
depends in part upon the way the knowledge was acquired and also 
upon a great variety of other competing variables over which the 
teacher has little control. The teacher knows it is not enough to teach 
about vaccination, To be vaccinated against smallpox is the only thing 
that counts. All the knowledge about it in the world will not protect 
against smallpox. Action is the thing. But knowledge appropriately 
given is the first step in getting vaccination accomplished. Knowledge 
is sought even though behavior is the most important, the only im- 
portant, outcome. 

Health attitudes are widely described as desirable too. They are, to 
the extent that they facilitate the achievement of specific behaviors. 
An attitude as described by Webster is “an habitual way of regarding 
anything.” How do you feel about healing cults? Are you against them 
in general? In favor of them? Do you believe that all drugstore cures 
are fakes? Do you put any stock in superstition? Habitual ways of 
answering these questions would be, presumably, attitudes; and yet 
they cannot be determined to exist really until the behavior or conduct 
of a person reacting in situations involving the subject is noted. One’s 
attitude toward chiropractic, for example, would not be proved until 
one went or did not go to a chiropractor for treatment. One might be 
quite opposed to immunization and yet when going overseas submit 
willingly to typhoid and smallpox “shots.” An attitude in students 
toward tobacco or toward continence can be built up through the 
acquisition of knowledge and experience but it is tested for its exist- 
ence through observation of behavior. Verbal or written statements of 
“how I feel about” things are fairly unreliable, often colored by “how 
do you want me to say I feel?” Hence as a working objective of school 
health instruction health attitudes are neither as important as knowl- 
edge and behavior nor as readily evaluated. 
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More specifically the objectives of school health instruction may be 
offered as follows: 


1. To secure behavior (action, conduct, habits) favorable to a high 
quality of living, and to point the way to those acts which, if per- 
formed, will assure this high quality. 

2. To assist in the development of a well-integrated personality, en- 
joying life with no reliance upon false superiorities or inferiorities 
but with a stability rooted in a capacity for accurate self-appraisal. 

8. To clarify thinking about personal and public health matters, to 
remove the superstitions, the false beliefs, the ignorance; and to 
substitute the accuracy of science, where available, for the darkness 
of falsehood and misbelief. 

4. To facilitate the development of a security against the threats and 
destructive forces of the world through the acquisition of scientific 
knowledge, the formation of scientific attitudes, and the practice of 
scientific behavior. 

5. To enrich the life of the community and commonwealth through 
the collective action of individuals well taught in the advantages of 
health measures to be taken for the common good, 

6. To establish the ability in students to see cause and effect, to recog- 
nize consequences, and thus to preserve life and the fullness of it. 


THE THREE PATTERNS OF INSTRUCTION 


To bring this sort of education about, to make a constructive contri- 
bution to the life of any individual, the school must exercise great 


care in the selection of the material to be taught and must teach in . 


such a way as to get the greatest acceptance. There is more material 
available about life and its functions and processes than can ever be 
taught to students in the usual school setting. The educator realizes 
also that much of what he teaches may be either rejected, ignored, 
or forgotten. In giving instruction about health the material taught, 
therefore, must be intrinsic to the life of the student; if it is, it will 
have a better chance of being accepted by him and built into his life. 

To fulfill this opportunity three patterns of teaching have evolved 
in school health education. Some schools use only one of them, some 
use two, and in some places all three patterns are in operation. They 
are not mutually exclusive. They are interrelated and can go on in 
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the same situation. In the three chapters to follow they will be am- 
plified as being: 


1. The Program of Direct Teaching 


Direct teaching represents to many the best, most concrete and 
practical way to offer instruction in health. It involves the organization 
and presentation of material from personal and public hygiene to 
students who are enrolled in a class specifically to receive that kind of 
instruction. There are no divergent or competing interests and “health” 
is the “subject” to be taught. 


2. The Program of Correlation 


The program of correlation involves the use of other areas within 
the curriculum as vehicles by which health material is taught. There 
is much of personal and public hygiene which may be taught in the 
biological sciences, the social sciences, home economics, and other 
curricular areas, Whether it is or not depends upon the receptiveness 
of other areas to health material and the skill with which the correla- 
tion is brought about. 


3. The Program of Integration 


Integration differs from correlation in that it infers by definition an 
organization of learning experiences around a central objective. It has 
three applications in contemporary education: integration applied to 
the curriculum, integration applied to the total school program, and 
integration applied to the developing child or to the student. A com- 
pletely integrated school health program is a rarity, not because it 
would not be desirable, but because its attainment is difficult in many 
current settings. It is, however, when carefully and fully developed, 
the richest of the three patterns in terms of learning about health and 
living a healthy life. 


SELECTED READINGS 
Abernathy, Ruth, “Meaning in Cultural Patterns for Health Education,” 
American Academy of Physical Education, Professional Contributions 
No. 1, November, 1951, p. 58. 


56 School Health Education 


Brownell, Clifford L., Principles of Health Education Applied, McGraw-Hill 
Book Co., New York, 1949. 

Chall, Jeanne, and Dale, Edgar, “Familiarity of Selected Health Terms,” 
Educational Research Bulletin, November 15, 1950, pp. 197-206. 

Coops, Helen Leslie, Health Education in Elementary Schools, A. S. Barnes 
and Co., New York, 1949. 

Fields, Morey R., and Edgerton, Avis E., Teachers’ Guide for Health Edu- 
cation, Chemical Publishing Co., Inc., Brooklyn, 1949, 

Grout, Ruth E., Health Teaching in Schools, W. B. Saunders Co., Phila- 
delphia, 1953. 

Kelley, Earl C., and Rasey, Marie I., Education and the Nature of Man, 
Harper & Brothers, New York, 1952. 

Kilpatrick, William Heard, Philosophy of Education, The Macmillan Com- 
pany, New York, 1952. 

National Society for the Study of Education, Forty-Ninth Yearbook, Part I, 
Learning and Instruction, Chicago, 1950. 

Nyswander, Dorothy, “Changing Methods in Health Education,” American 
Academy of Physical Education, Professional Contributions No. 1, No- 
vember, 1951, p. 41. 

The 1947 Health Education Conference of the New York Academy of Medi- 
cine, Motivation in Health Education, Columbia University Press, New 
York, 1948. 

Proceedings of the Eastern States Health Education Conference, Psycho- 
logical Dynamics of Health Education, Columbia University Press, New 
York, 1950. 

Turner, Clair E., School Health and Health Education, C. V. Mosby Co., 
St. Louis, 1952. 

Williams, Jesse Feiring, and Abernathy, Ruth, Health Education in Schools, 
Ronald Press Co., New York, 1949. 

See also “Selected Resources for Teachers” in Chapter 8. 


Died and Specific Teaching 


ee most popular and best understood teaching practice in our 
schools is to offer a “course” in something. If a college student 
wants to learn about geology he “takes a course” in it. Or several 
courses. If a high-school boy wants to learn about science or mechanics 
he enrolls for a course in physics or industrial arts or some other con- 
venient and aptly named area of information. Over the years the edu- 
cator has been able to cut our vast accumulation of knowledge into 
related pieces, offer them as courses or units, and out of them construct 
a curriculum. 

And so it is not unreasonable that we should do the same with 
“health.” A person ought to be able to “take a course” in it. And so he 
can. This is one of the three curriculum patterns in modern health in- 
struction. It is the oldest of the three patterns and it has gained and 
lost and gained again in its popularity. Right now it is popular. Great 
effort is being made to include the study of health or hygiene at least 
once and preferably two or three times at the secondary level and to 
arrange the elementary curriculum so that a child will have a more or 
less continuous experience in the study of healthful living. And in 
many colleges students may elect from a variety of courses in personal 
hygiene, general hygiene, nutrition, disease prevention, mental hygiene, 
marriage and family problems, and others. 

This sort of arrangement is known as the direct or specific approach 
to the teaching of health. It involves a time, a room, a syllabus, a 
teacher, probably a textbook—all the appurtenances of any other 
“course.” The class is required or elective, usually for credit, and meets 
regularly for discussions or field experiences or lectures or whatever 
devices the instructor chooses to use to teach the material. The intent 
is clear—to teach healthful living by itself without other curricular 
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involvements and for the purpose of making a direct and undissipated 
attack upon the major health problems as they affect the lives of people. 


CHARACTERISTICS OF A GOOD COURSE 


"A good hygiene course at any level will have certain characteristics. 
It will be a course in which students actively participate in fact finding, 
discussion, field experiences, and in the forming of conclusions. It will 
not consist merely of a series of lectures on health topics. The series 
of health lectures, even the occasional health lecture by an “outside 
authority,” is of doubtful merit. The lecture allows for virtually no 
active participation by the students, and although it may be productive 
of some knowledge the learnings from a series of lectures are less 
likely to be useful, functional, and secured learnings. The discussion 
method is much more acceptable to students in that it allows for par- 
ticipation and creates a feeling of being a part of the process, which 
is conducive to greater and more effective learning than is passively 
receiving advice from the rostrum. 

A good hygiene course will keep its students busy. It will have 
assignments growing out of or in preparation for the problem at hand. 
It will allow for extra-class experiences, will take the students afield 
in search of solutions to problems, will involve reading in more than 
a textbook, and will use aids to teaching, such as motion pictures, 
whenever they contribute really to the learning going on. The course 
will not be a dull lecture-recitation affair with quizzes covering the 
numerically assigned chapters in the required text. 

A good hygiene course will deal with live problems of every- 
day living. It will seize upon a contemporary drive for funds for cancer 
research and make the subject of malignancy a study for several days 

. or weeks. It will deal with local traffic problems and current disease 
rates. It will seek to explore issues involved in contemporary health 
legislation and will debate the issues currently noted on the subject 
of medical care. It will fearlessly and yet with dignity explore con- 
temporary problems of friendship, marriage, and heredity, and it will 
not hide its head in the sand while the great problems of delinquency, 
venereal disease, or divorce sweep over the school population. 

A good hygiene course will allow the students to share in its plan- 
ning. The teacher can never be sure of his omnipotence. He may not 
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know “what they should be taught.” “They” may have ideas and their 
ideas should be discovered and used. This is true not only for day-to- 
day teaching but in the selection of the larger problems which go to 
make up the whole course. A great turning point in the popularity of 
hygiene courses was reached when teachers ceased being altogether 
all-wise and all-dominating in the selection of material to be taught 
and recognized the equity of students in the determination of health 
problems to be discussed. Hygiene in both school and college has been 
unpopular in many places. It has been dull, boring, unproductive, and 
a waste of time for its students, largely because the teacher presumed 
to choose the health material to be taught and thus the students found 
little of interest in it. 

Given these four characteristics a hygiene course is well started on 
the road toward popularity and effective function in the lives of 
students. 


THE SOURCES OF STUDENT PROBLEMS 


It must be clear that, the teacher who organizes and conducts a 
course in health instruction is in a very important and strategic posi- 
tion. A number of decisions which he will make will determine the 
success or failure of the course for the students. Decisions relating to 
textbooks, references, field trips, and the like are significant, but the 
most important set of decisions to make will determine the content, the 
material, the areas to be studied. These are all critical and upon the 
wisdom shown in making them depends the acceptance or rejection 
of the material by the students. The teacher has immense responsibility 
and must face it with full realization of the potential consequences 
of his decisions. 

There is no reason for a health course unless the teacher hopes the 
material taught and the experiences undergone will affect favorably 
the lives of the students. 

As has been said before, knowledge is secondary in importance to 
the acceptance and use of the material in living, in conduct, in be- 
havior. Such acceptance requires that the material presented be in- 
teresting, meaningful, and identical with the problems and needs of 
the students who are doing the learning. Much hygiene teaching goes 
in one ear and out the other because the teacher has failed to recog- 
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nize that students’ problems are the most effective source of material 
and that to answer them gives the greatest hope of acceptance. 

How, then, does one find student problems? By asking the students, 
Or by inquiring into their lives to discover the problems of which 
they may not be aware or about which they will not tell. Neither the 
teacher, the adult, the textbook writer, nor the parent can safely say 
he knows student problems unless and until he has explored their 
sources seeking objective evidence of their existence, seeking the 
problems themselves. No guesswork will do. No view from Olympus 
is safe. No parents, even, can be safely counted on to reveal problems 
of their children just because they are parents. The problems and in- 
terests have to be dug for, sometimes ferreted out, and when revealed 
these problems then become the stuff out of which the modern func- 
tional hygiene course is built. 

The search for needs of students, for their true interests, will take 
the investigator to several different sources not all of which are equal 
in productivity. A teacher can explore many of them, and should, as 
a source of material for the course. Others, interested in research, can 
take more time than the teacher usually has at his disposal and make 
more thorough explorations. 

So far some twelve sources of student needs and interests have been 
tapped by those who seek to discover student needs: 


I. Student Questions 


Given a fair and honest chance to ask questions, students will ask 
them in abundance. The questions, for the most part, are reliable 
indications of need. They are, in fact, needs themselves. More times 
than not the student asking the question wants the answer for his own 
purposes, because it is important to him, or he would not have asked it. 
Curiosity emerging in the form of questions may be taken as evidence 
of need, and discussion can be arranged in answer to the problem. 

There are several ways.by which such questions can be gathered 
and, whenever they are gathered, they should be recorded and cata- 
logued so as to be easily associated with a unit or area of work. 

a. Students may be asked to submit, in writing, three (or any num- 
ber) questions on a subject of the day, each day the class meets (or 
once a week, or once every change of unit). 
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b. Questions which students ask in class may be recorded by the 
teacher or an assistant at the time they are asked. 

c. Teachers, counselors, nurses, and other personnel throughout the 
school may be asked to record (usually on 8” x 5” cards) each question 
having a health flavor which is asked of them. Such cards could be col- 
lected once a week and would provide an interesting supplement to 
questions asked in class. 

d. A word list containing, say, fifty of the key or common words in 
health can be presented to an entire class with the request that they 
take the hour writing (again one question to a card) their personal 
questions stimulated by the words. It is surprising the number of ques- 
tions which will be forthcoming when a priming suggestion has been 
given. The writer has collected something over forty thousand such 
questions from high-school and college students by this method. 

e. By using a health problem inventory 1 such as the one published 
by Dr. Oliver Byrd, the teacher can get a good indication of the range 
of interests held by students. On such inventories students are asked to 
check or circle the health topic or item they would like to have dis- 
cussed. By tabulating the results the teacher can readily determine 
where the emphases of interest are in the class. 


2. Parental Testimony 


Parents can, if they will, throw considerable light on important 
problems suitable for class discussion. They see the fatigue from 
too much school excitement, the developing bewilderment in face of 
adolescent sex problems, the hit-or-miss sort of dietary practice, and 
the worries and emotional strains attendant upon “keeping the pace.” 
The teacher may not be as sensitive to these and similar problems as 
the parent. Some means should be devised to take advantage of these 
insights from the parents, and the following have been used: 


a. Personal visitation. As often as possible, teachers should visit with 
parents and in general conversation attempt to get them to reveal 
the health problems which are important in the lives of their 
children. 


1 Oliver E. Byrd, “Health Problems of Significance for Course and Curriculum 
Construction,” Research Quarterly, March, 1950, p. 3. 
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b. Monthly or semester reports. The anecdotal report card or similar 
device can be used to stimulate parents to reply telling of health 
problems as they see them. 

c. Questionnaires of various kinds. These have been sent to parents 
with the request that they answer such questions as: “Does your 
boy (girl) show signs of nervousness before tests or examinations?” 
“Does your boy average nine hours’ sleep each night?” “Does your 
girl show evidence of fatigue as a result of her school activities?” 

Or, to change the form, an invitation is extended to the parents 
to allow the school to assist them in the solution of problems, and 
to accomplish this the parents must indicate what the problems 
are. Forms are sent to parents worded, perhaps, as follows: 


The school wishes to codperate fully with you in regard to the health 
of your child. Perhaps we could, in our classes, reinforce or add to your 
discussion of certain health problems. If you would indicate below what 
these problems are we would take them up for discussion: 

Principal health problems of my son, as I see them, are: 

us 

2. 
Ete. 

Or, in still another form, a check list of topics might be sent out 
with the request that parents check once for problems of interest as 
they have observed their children and twice for crucial or very im- 
portant problems; thus: 


Breast iret 1. Smoking 
„a.S... 2. Late hours 

Xxx 
ENE 3. Self-medication 
aa% 4, Nervousness 
nis AL 5. Eating irregularly 
Saa TE 6. Sleeplessness 
oan 7. Drinking 

x 


8. Lack of concentration 
Aan eee 9. Etc. 


d. Scheduled meetings with parents. Often a teacher will find parents 
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so willing to contribute what they know of health problems that 
they will agree to meet with the teacher two or three evenings a 
month for a month or two to discuss them. The teacher will find 
this a very revealing and helpful device. Parents will frequently 
talk freely and the teacher can record the principal problems as 
they are revealed. 


3. Opinions of Experts 


Similar in value to parental testimony would be the opinions and 
observations of experts in child life or in health education. There are 
those who are spending their lifetime studying the nature of children’s 
problems or who, because of their professional work, have excellent 
opportunities to gain insight into the problems of childhood and 
adolescence. Physicians, school counselors, favored and sympathetic 
teachers, psychiatrists, public health and social workers—these and 
others could be used very much as parents are used to reveal the 
problems of students as they, from their professional vantage points, 
have seen them. 

Frequently the observations of reports will reveal a set of problems 
quite different from those uncovered by parents and there is often a 
nice supplementation of the one by the other. 


4. Morbidity Statistics 


What is the nature of the illnesses of the age group being taught? 
From what diseases do they suffer? What are the principal causes of 
their illnesses? If one could get such information locally and for the 
age groups being taught, one could make the morbidities the subject 
of discussion on the theory that if some of them are preventable by 
education then we had better find out what they are and bring them 
into class discussion. If, for example, tuberculosis is a serious problem 
among adolescent girls in a city or state, and if there is anything about 
tuberculosis which, when taught, might help save some girl from con- 
tracting the disease, there is justification for bringing the subject into 
the course. Or, likewise, if it can be shown that there is an increase 
in the venereal disease rates in later adolescence, then to doa job in 
preventive education would require the introduction of the subject 
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early in the high-school curriculum. A study of morbidity tables will 
throw light on the urgency of many such problems of any age. 


/ 
5. Mortality 


Similarly a study of death rates for any age will reveal opportunities 
for education concerning the causes. If there is something teachable 
about the five or ten principal causes of death among college students, 
for example, then most certainly the college should make the effort 
to instruct about them with the intent of preventing death, if possible, 
through alteration of conduct. Mortality figures, like morbidity, are 
revealing in that they show where important emphases in hygiene 
courses might be put. 


6. Analyses of School Life 


School life itself produces health problems. There is no reason to 
believe that “going to school” is altogether a healthy experience. Many 
a child, as a direct result of having to go to school, now has impaired 
vision, or is nervous and emotionally unbalanced, or has tuberculosis, 
or caught scarlet fever and now has impaired hearing. The school 
experience leaves its mark. It is only hoped that the mark is usually a 
good one and not a scar. 

To find these sources of problems, to discuss adjustment to demands 
of housework, to examinations, to the social life of the school, to the 
complexities of friendship, and to analyze the school environment for 
sources of infection, for dirty locker rooms and showers, for unsafe 
traffic arrangements, for dangerous shop and laboratory facilities, com- 
prise an opportunity which should not be missed by any teacher hoping 
to make the instruction truly functional. 


7. Analyses of Home Life 


What problems are created by the home? What sort of health 
conditions are found there? How do school children live? It has long 
been axiomatic that all the fancy teaching in the world about vitamins 
and balanced diets will not help much if, at home, there is scarcity 
Or monotony in the meals, With delicacy and discretion the teacher 
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must discover the health problems created by the home, the instabil- 
ities due to paternal neglect, the skin diseases from crowded bed- 
rooms, the fatigue from noise and late hours, and bring the problems 
to the classroom for appropriate discussion and action. The teacher 
must visit the homes to see at first hand the sources or nature of these 
problems, must talk with public health and social workers who have 
seen the homes, must read contemporary studies on home life and in 
every way attempt to collect data on health conditions within the 
homes of the children. Here is further intrinsic material for classroom 
use. 


8. Analyses of Community Life 


If there are great sources of infection in the community environ- 
ment, if there are no playgrounds useful in combating idleness, if the 
water or food supply is unsafe because of lack of sanitary measures, or 
if the dust and dirt in the city air is such as to be a hazard, then these 
problems and others like them become proper material for attention 
in classes. They represent intrinsic material because they are problems 
confronting the students as they live. The teacher must be observant 
of community problems, must gather accurate data about them, and 
must read the many analyses of community life with sufficient insight 
to see the health problems involved. 


9. Analyses of Literature 


What do students read? Do Superman and his ilk create health 
problems or are “the funnies” innocuous in this regard? What books 
do students read? What ideas of romance, sex behavior, emotionality 
may they get? What do authors write about? What do newspapers 
and current magazines contribute to broadening the understanding and 
improving the conduct regarding health? These are all cogent ques- 
tions for the teacher to have answered. They represent an area of 
investigation for the one who has plenty of time for such research, The 
effect of all kinds of reading material upon the health of people needs 
to be explored and evaluated. It could be done by various means—by 
making word frequency analyses of different types of literature, by 
testing for current events relating to health, by tracing sources of 
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delinquency, infection, or other deviations to determine whether they 
have a relationship to what people read. 


10. Analyses of Modern Communications 


It is reasonable to believe that the influence of motion pictures, 
radio, and television on health and behavior is very real and may be 
for good or for evil. Such pictures as The Magic Bullet and Burma 
Surgeon enhance the understanding of people concerning medicine in 
particular and health and science in general. Radio and television 
programs like “Dr. Christian” and the many shorts put out by medical 
organizations, universities, and similar sources give opportunity for the 
observation of human behavior, leave an important impression, and 
have a direct bearing on the health and behavior of students. The 
teacher would do well to keep posted on studies of the effect of 
modern communications on the health of people; further, it would be 
profitable to make the health implications of current movies and tele- 
vision and radio programs the subject of class discussion. 


I1. Analyses of Physical Examinations 


To make the findings from physical examinations the subject of class- 
room instruction is not always a plausible and profitable thing to do. 
To interpret such findings individually to the person who was examined 
is more effective in producing results in terms of correction or pre- 
vention. Nevertheless, some use can be made of the whole medical 
examination experience in class instruction by discussing such matters 
as the purpose and frequency of examinations, their scope, and the 
meaning of the findings, and emphasis can be placed on the impor- 
tance of follow-up action as the test of the utility of the examina- 
tion. 

Group findings are sometimes useful but usually only in terms of the 
relation of an individual to them. To discuss the number of carious 
teeth or infected tonsils found may be somewhat interesting and valu- 
able but only to the extent that such findings can be made meaningful 
to an individual who has carious teeth or infected tonsils or who may 
have them in the future, 


To find these data the teacher needs access to the records at least 
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in statistical form. The study of summaries of conditions found reveals 
the relative importance and extent of the problems. 


12. Analyses of Social Records 


To the extent that personal problems show up eventually in social 
data the study of the latter is useful in gaining clues to the former. 
For example, the divorce rate in most communities is alarmingly 
high. What are the causes of these failures in marriage? Juvenile 
crime rates are high. What causes relating to health may be cited and 
studied? Church membership among young people is proportionately 
not what it should be. Does this contribute to the psychological wel- 
fare of adolescents or not? These and others forms of data on social 
problems are fruitful for class discussion. They should be studied and 


used. 


The foregoing twelve sources of data on student health problems 
are constantly undergoing exploration. Teachers and research workers 
frequently publish additional data on their discoveries. Furthermore, 
additional sources appear from time to time. There may be more than 
twelve places to look and surely there are more techniques available 
for exploring the twelve than have been mentioned. Very real contri- 
butions can be made in this area of exploring human needs. Without 
such discoveries health instruction remains a remote and blindly op- 
erating thing. Once human problems have been revealed, there remain 
the problems of testing them for importance and cruciality and of 


organizing them into a course of study. 


Testing for Cruciality 


If every question asked by students and every problem revealed by 
exploring the eleven other sources of health problems were to be used 
as teachable material, the hygiene course would easily occupy one 


hour daily for all sixteen years of the school and college span! The 


curiosities and problems of students concerning their health are end- 


less. Some selection, therefore, must be made of those most suitable or 
most important for use in the time available in school. The revealed 


problems are not all of equal importance or of equal suitability, and 
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some measures must be taken to weigh the cruciality of the problems 
in order to bring to the classroom those which are of greatest signifi- 
cance and a discussion of which would be of greatest profit to the 
students involved. Several tests of cruciality may be used: 


l. THE FREQUENCY WITH WHICH A QUESTION OR PROBLEM APPEARS 


One might think that the more often a question is asked the more 
important it is. At least its frequency shows widespread interest and 
thus its reception as intrinsic material is assured, The reverse, how- 
ever, would not be true necessarily, Important questions such as “Is 
cancer hereditary?” or “Of what importance is sexual incompatibility 
to divorce?” might not be asked frequently and yet the evidence from 
other sources indicates the problems to be important, even crucial, to 
many people. A question such as “Is eating between meals bad for 
health?” will be asked over and over in spite of its relative unimpor- 
tance to life, yet other questions more closely related to the attainment 
of a healthy life will seldom be voiced. The teacher must not, therefore, 
take frequency as the only criterion of cruciality. High-frequency 
questions may be important but there are a lot of others of less fre- 
quency which also should find a place in the deliberations of the 
course, 


2. THE JUDGMENT OF STUDENTS 


On the theory that the consumer should be consulted, the student 
should be asked every now and then to react to the importance of 
certain questions or certain segments of the course. This can be effected 
in many ways. For example, the teacher or research operator, given 
time, patience, and some money, could make a list of a hundred or 
more questions or problems judged important for the age group for 
whom the planning of a course is being done. Mimeographed copies 
of the list could be reviewed by several hundred students each mark- 
ing the questions on a three-point scale “of great importance,” “of 
importance,” “of no importance,” to “me”; or the same list could be 
given to the same or another group of students with the request that 
they judge them in terms of whether they think the subject would be 
of importance to or should be taught to others of their age. Then, by 
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scoring, perhaps on a 2-1-0 basis, the questions could be rearranged 
in terms of their importance and a selection be made accordingly. 

Students have judged whole areas of health problems in such fashion 
and thus have guided the selection of categories of problems for in- 
clusion in the course. 

There are other ways of getting students to judge cruciality. They 
will do so verbally, or they may be given outlined areas to select from 
and from debate and discussion among themselves come forward with 
statements as to relative importance. The important thing is to get 
student reaction. The adult is unsure of his ground unless he does. 


3. THE JUDGMENT OF ADULTS 


Some adults, principally experienced public health and social 
workers and physicians, have reliable judgments on the importance 
and cruciality of problems, Teachers and parents also have good judg- 
ment on cruciality, provided their experience is broad and long and 
not merely local or personal. Some problem may be of utmost im- 
portance to one parent because his one child is affected, but in the 
long or broad range it may not be crucial to others. It is probably 
better to sample all opinions, dividing the adults according to their 
status and comparing results. The techniques may be similar to those 
used on students. A list of questions or problems may be provided 
and the adult asked “Do you think a full discussion of this should be 
given to high-school (or any other age) students?” or “How important 
would you consider this problem to be to high-school students?” or 
“Would you recommend that this problem be given a place in a 
twelfth-grade course in hygiene?” “Check: Urgently recommend it 
. Recommend it Do not recommend it 
There are several ways of getting adult judgment of cruciality, and 
the view of the adult is desirable in selecting a few areas from many 


for class use. 


4, CURRENT POPULARITY 


In times of local or national epidemics of poliomyelitis it is im- 
portant and worth while to be working on the problem in the class- 
room, The interest is that much keener and motivation better. Local 
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problems of accident prevention, delinquency, leisure use, or any of 
several others which are susceptible to local variations and peaks of 
interest or concern may be studied effectively at the time of their 
public popularity. One must always be reminded, however, that the 
whims of public interest are unreliable and that there may be terrific 
public furor about one mad dog giving one child rabies when ten 
children may have diphtheria for want of a control program. Or the 
leisure-time problem of the youth of the community may be much 
more serious and have nothing done about it while the community 
turns itself inside out to discuss the pros and cons of whether the 
school should teach hygiene in mixed or segregated classes. The in- 
tensity of public zeal for a problem is not always an accurate measure 
of its cruciality in the lives of students. 

A judicious balance of all four of these means of determining cru- 
ciality should be used. They have been presented somewhat in order 
of the weight which should be given them. 


UNITS OF WORK 


A good hygiene course usually consists of a series of units for in- 
vestigation, study, and discussion. These units may be large or small 
' but are most successful when they take not less than a week and not 
more than a month of fairly consecutive class meetings to handle. 
They usually deal with some contemporary problem or group of prob- 
lems. The units of work chosen need not, in any one semester, cover 
the entire range of personal hygiene. Characteristically teachers feel 
they must “get clear through the book” or touch at least lightly on 
every subject in the short period of time allotted to them. This is a 
mistake. If the time is limited, say, to a one-hour-a-week course for 
one semester, it would better to plan a few units and do them well 
than to touch on everything usually found in textbooks. It would not 
be wise to give one or two hours each to appearance, nutrition, exer- 
cise, sex hygiene, care of the eyes and ears, disease prevention, mental 
hygiene, medical care, nostrums and quackery, and care of the teeth. 
In fact such an organization of work, familiar though it is, is one of 
the reasons why hygiene remains poorly received and ineffective in 
the lives of the students, It would be better to choose three or four 
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of these large areas, develop functional units of work within them, 
spend adequate time on each unit, and hope for greater time allotment 
another year. 

If such a discriminating selection of principal areas to be covered 
can be made in relation to the class days available, the problem of 
constructing the units of work within the areas can be faced and solved. 
At this point the teacher must bring into play all he knows about the 
principles of learning and of the philosophy of interest. 

If an analysis is made of many hundreds of such units from many 
such courses it will be found that various organizational arrangements 
are used. The psychological plan will be discussed first because it is 
based on all of the foregoing material relative to teaching of hygiene 
and thus offers promise of being the most effective style. 


PSYCHOLOGICAL ARRANGEMENTS 


The psychologically constructed unit of work is based on demon- 
strated or revealed student needs and interests. Its material is alive 
and meaningful. Its point of view is predominantly contemporary and 
it aims more at the solution of problems now than at the laying up of a 
store of information for possible use later. It teaches the science of 
human life in relation to the need for it and not as background gen- 
eralizations which the student might use later on when he grows up. 
Whatever use it makes of the detail of anatomy and physiology, of 
chemistry and bacteriology, it uses in explanation of a problem, as 
material helpful in the understanding of the matter at hand. It would 
never teach the anatomy and physiology of the human body per se 
and for no other purpose than to teach anatomy and physiology. It 
would never begin a unit or chapter with the background of science. 
It would always use science where the science is necessary to explain 
a point. 

There are, of c 
arranged units, some long, 


ourse, several versions Or kinds of psychologically 
some short, some using texts, some not. 
Here follow several examples of psychologically approached units 
taken from working course outlines now in operation. They deserve 
to be studied for their essential use of student interests and for the 


vitality of their approach. 
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A. A unit on medical care suitable for late senior high school. 


What is a chiropractor, osteopath, naturopath? 

. What is Christian Science? What is a faith healer? 

. What is medicine, and what is a physician? 

. What legal and professional differences and similarities exist between 

healers? 

a. Assignments of readings in the text. 

b. Investigation of local and state laws pertaining to licensing and the 
practice of healing arts. 

c. Assignment of reading of descriptive material from advertising copy. 

d. Planned visits, if feasible, to offices of various practitioners. 


. Are some illnesses “mental”? 
. Can physical states cause mental distress? 
. Can religion cure diseases? 


a. Assignment of reading on psychosomatic relationships. 
b. Investigations of results of faith healing. 


. How should one choose a physician or a dentist? 


9. How can one tell the difference between a good doctor and a poor one? 
10. What rights does a patient have when he chooses and uses a physician? 
a, Committee assignment to the local medical society. 
b. Class discussion with a physician. 
11. What community resources are there for medical care? 
a. Field trips to clinics, hospitals. 
b. Consultations with local council of social agencies and charitable 
organizations. 
12. When should one use a physician or dentist? 
13. How safe is self-diagnosis and self-treatment? 
14. Of what value are drugstore or advertised remedies? 
15. What protection does the public have against false and misleading 
claims? 
a, Assignment of readings on self-medication. 
b. Assignment of readings on analyses of drugs and patent medicines, 
and on protective legislation. 
16. Summary and conclusions, 


a. The nature of the scientific method. 

b. The right of the individual in a free society to selection and his 
companion responsibility for intelligent use of this right. 

c. The clarification of psychosomatic states. 
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This unit makes ample provision for student participation through 
reading, discussion, and investigation. The teacher finds a ready re- 
sponse and must exercise skill in helping the discussion on the subject 
at hand. At the end the teacher assists the class to formulate a series 
of statements, representing their summary of the unit and the conclu- 
sions they have drawn from the discussions. 

B. The following unit, on the control and prevention of tuberculosis, 
makes use of the familiar questions which junior-high-school students 
have regarding that disease. The unit is taught in six class periods or 
less and requires library resources and motion pictures. 


A Unit on Tuberculosis Control 


Is tuberculosis inherited? Does it run in families? 
Is tuberculosis transmitted? How? 
What parts of the body does tuberculosis affect? 
How long does it last? 
a. Assignment of readings in text and references and view of This is 
T.B. or other good introductory motion picture. 
5. How can I find out if I have tuberculosis? 
a. Assignment: Investigation of nature of laboratory tests, sputum test, 
x-ray, field trip to clinic and testing laboratory. 
6. Is tuberculosis curable? 
a. The sanatorium or hospital. 
(1) Surgical aids in advanced cases. 
(a) Pneumothorax and thoracoplasty. 
(2) Educational benefits. 
b. Rest. 
c. Home treatment of tuberculosis. 
d. Rehabilitation. 
H 
a. 


mob a 


ow can I prevent tuberculosis? 

General health. 
(1) Presence of tubercle bacilli. 

b. Early detection. 
(1) Tuberculin testing. 
(2) X-ray at regular intervals. 

c. Elimination of bovine sources. 
(1) Testing of cattle. 
(2) Pasteurization of milk. 
(8) Education of the public and discovery of the carriers. 

(a) Various associations which carry on this work. 
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d. Assignments: Committee reports on the pasteurization and other 
health measures of the local dairy, sanatorium care and cost, avail- 
ability of x-ray service. Readings in text and selected references. 

8. What is the local and national tuberculosis problem? 

a. Mortality and morbidity figures. 

b. Age groups affected. 

c. Financial repercussions. 

9. What are my responsibilities in control? 
a. As a high-school student. 
(1) Keep in good health. 
(2) Have periodic x-rays. 
(3) Become informed on the health problem and its implications. 
(4) Educate those around me to the problems involved and the 
latest medical developments. 
b. As a citizen in the community. 
(1) Become informed upon the particular problems of the commu- 
nity. 
(2) Aid in preventive and control measures of the community. 
10. Additional projects should be used as time and interest warrant. The 
following are recommended: 

a, Distribute pamphlets containing tuberculosis information from de- 

partments and local tuberculosis association. 

Investigate the immediate community problem. 

Provide speaker and discussion of tuberculosis before parent groups. 

- Provide an x-ray or tuberculin test for everyone in the school. 

Have a “Tuberculosis Prevention Week” in school. 

(1) Arrange for x-rays this week, invite parents in. 

(2) Pass out materials concerning tuberculosis, put up posters, 

(3) Strive toward 100 percent x-ray program, 

(4) Follow up cases found. 

f. Organize field trips to a dairy, local health department, local tuber- 
culosis association, and other places of interest. 


9 29 5 


C. A unit for middle-high-school students on “How to Get Along 
with Others.” This unit, more elaborate perhaps than some others in 
its use of student self-analysis, student discussion, and outside re- 
sources, was, nevertheless, well received and profitable. It had as its 
objectives the development of satisfactory patterns of living, interest 
in the welfare of others, fair play and self-control, a wholesome atti- 


tude toward the opposite sex, and an understanding of courtesy and 
the value of good appearance. 
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It utilized the findings on each student of the California Test of 
Personality ° and the check list “Problems of Life and Health.” 3 


I. Procedure 

The procedures used were suggested, planned, and carried out by 
teacher-pupil planning. 

1. Each pupil selected a problem for study in which there was personal 
interest and need. 

The class was organized into discussion groups as follows: 


2. 


* Louis P. Thorpe et al., California Test of Personality, 


a. 


b. 


d. 


Pupils whose problems were similar were organized into small 
groups to study their problems. 

The groups were organized in such a way as to give each person 
some responsibility, such as group leader, recorder, or resource 
person, 

Each pupil served as discussion leader for at least on group 
meeting. Each group made a report to the class describing 
methods used to solve their problems. 

Each group planned some activity in which all members of the 
class participated. 


The class, the school, the homes, and the community were the prin- 
cipal laboratories used to help pupils solve their problems. Resource 
people and organizations outside the community were also utilized 
to help with the solution of a few special problems. 

Problems: 


a. 


me poa mo pop 


What are the characteristics individuals like to see in their asso- 
ciates? 


. What makes an individual popular? 


How do you get people to like you? 

How should you act toward people older than you? 
How does one’s personal appearance affect others? 

In what ways can one show friendship for others? 

How can one develop self-control? 

How can one become an intelligent conversationalist? 
How does a person overcome shyness? 
Why should one participate in some form of recreation? 
What are some good hobbies for teen-agers? 

What are the signs of a healthy personality? 


California Test Bureau, 


Los A 
os Angeles, 1949. f the N.E.A. and the A.M.A., Health 


3 Joint Committee on Health Problems o! : 
Education, National Education Association, Washington, 


1948, p. 241. 
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5. Individual Activities: 


a. 
b. 
& 


d. 


Each pupil selected a personality problem based on interest and 
need and tried to find a solution to it. 

Pupils held personal conferences with a psychologist to discuss 
findings of his “California Test of Personality.” 

Pupils interviewed leaders in the community to secure informa- 
tion related to their problems, 

Pupils read books and current literature to get facts concerning 
their problems. 


6. Group Activities: 


a. 


b. 


C. 


All groups held planning meetings and discussions to help their 
members solve their problems. 

The groups planned excursions to agencies and organizations to 
secure information which would be helpful to them in solving 
their problems. 

The group planned and gave to the class a report summarizing 
their findings. 


7. Class Activities: 


a. 


b. 


The group on etiquette planned, prepared, and served a tea for 

the class, their parents, and the faculty. 

The group studying various phases of personality used the class 

in the following ways: 

(1) The entire class developed a rating sheet which they wanted 
all other members of the class to rate them on. Mimeo- 
graphed copies of the rating sheet were made and distributed 
to the class. Each pupil rated all other members of his class. 

(2) Each pupil left the classroom while the class evaluated his 
personality traits. A written summary was given to him upon 
his return to the room. 

(3) The pupils developed a rating sheet of ten items. These were 
sent home for the parents to use in rating their children’s 
personality traits. 

(4) Each pupil made a written summary of all helpful sugges- 
tions obtained from the ratings and outlined methods for 
using them. 

(5) The class made a survey of the community to discover recre- 
ation facilities available for them. 

(6) On several occasions, the class planned discussions on vari- 
ous problems the class requested be discussed in order that 
the entire class could help each group and individual in 
solving their problems and in planning their activities. 
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(7) The members of the class were used for the following dem- 
onstration of good grooming: hair shampoo, manicuring 
nails, applying make-up. 

(8) Several people were invited to speak to the entire class on 
special problems. 

(9) Several films on appropriate subjects were shown. See list 
under “Teaching Aids.” 

(10) Several trips such as a class visitation to Ohio Hospital for 
Mental Illness were planned and taken. 
II. Guidance 
The group work in health classes is closely related to counseling or 
guidance. This is a relationship that works two ways. The group situation 
shows up individuals who need guidance or counseling. The guiding or 
counseling situation reveals the need for certain kinds of group experi- 
ences. To understand the individual members of the health class and 
their relationships, there are certain records and techniques that can 
be used by the teacher so that he can help the students plan and pro- 
vide suitable worth-while class projects. A few of these are listed be- 
low. 
Teacher-pupil personal conferences. 
Student’s cumulative record. 
The results of tests, graphs, and charts used in class. 
Sociometry techniques. 
Teacher-parent personal conferences. 
Teacher ratings of the students.* 


SalI Se Mela 


The unit as prepared had additional material on evaluation and 
teaching aids describing the usual subjective judgments sought from 
students and others on the value of the unit, and a listing of appropriate 
books, pamphlets, and films. 

D. A unit on the effects of alcohol, tobacco, and narcotics. This unit 
was designed for the eleventh grade and for a daily period of three 
weeks. For purposes of reproduction here it has been greatly reduced. 
Its wise use of contemporary and familiar problems as approaches to 
the area is clear, however. 


Part I. Advertisements Dealing with Alcohol, Narcotics, and Tobacco. 
1. Is all advertising bad? 5 
2. How do we critically analyze advertisements? 
4 Prepared and used by Miss Clara Leasure, Jackson High School, Jackson, Ohio. 
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8. How much of an advertisement is backed up by scientific fact? 

4. Do baseball players and other great athletes really use the products 
they advertise? 

5. Can advertising help us make a wise choice? 

6. What are some of the pressure groups which attempt to promote the 
use of alcohol, tobacco, and narcotics? 


Readings: 
1. Cody, Lee D. “What's Behind That Label?” Hygeia, Vol. III, Septem- 
ber, 1935. 


2. Harays, Henry. The Education of the Consumer. 

3. Harding, T. Swan. The Popular Practice of Fraud. 

Suggested Experiences: 

1. Study billboards as to psychological appeal and authenticity of state- 
ments made concerning alcohol, drugs, and tobacco, 

2. Study testimonials and determine how they are secured and the 
amounts paid for them, 

8. Detect false and misleading statements made. 

4. Small committee to interview a local business manager for information 
on advertising rates. 

Part II. Terms Heard at Home and in the Community. 
1. What is a drunk? 
2. What is an addict? 


8. Etc. 

Readings; 

1. Gregg, F. M., and Rowell, Hugh Grant. Health Studies, pp. 78, 181- 
203, 283. 


Selected Experiences: 

1. Bring in a list of words which might have some relation to alcohol, 
drugs, and tobacco. 

2, Read the newspaper for a week and bring in words and terms that are 
used in affairs connected with alcohol, tobacco, and drugs. 

Part III. Effects of Drugs, Alcohol, and Tobacco on Society. 
1. Do drugs and alcohol cause problems in juvenile delinquency? 
2. How many accidents and deaths are caused by the use of alcohol or 


dope? 

8. Why is there an international control on narcotics? 

4. Ete. 

Readings: 

1, Clemensen, Jessie W., and Laporte, William R. Your Health and 
Safety. 


2. Rice, Thurman B. Living. 
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Selected Experiences: 

1. Visit local police departments and study the records of juvenile de- 
linquency to find how many offenders are in trouble because of alcohol 
or narcotics, also what the local and state laws are concerning use of 
these. 

2. Report on international efforts to control sale of narcotics. (Committee) 

3., Ete, 

Part IV. Economical Aspect 

1. Is it true that some parents use all their wages for drinking, smoking, 
and use of drugs, instead of buying vital supplies for the home? 

2. How much money is spent on alcohol and tobacco per year? 

8. Ete. 

Readings: 

1. Cockefair, E. A., and Cockefair, A. M. Health and Achievement, pp. 
375-381, 450, 483. 

Suggested Experiences: 

1. Have a small committee secure data on the yearly alcohol and tobacco 
bill. Discuss valuable uses toward which this money might be directed. 

2. Ete, 

Part V. Harm of Drugs, Alcohol, Tobacco, to the Individual. 

1. What poisons are found in tobacco? 

2. Why shouldn’t boys and girls of high-school age smoke or drink? 

8. What is harmed by smoking? 

4. Ete, 

Readings: 

1. Biddle, Harry C., and Bush, George L. Dynamic Chemistry, pp. 673- 
679. 

2. Rathbone, Josephine L., Bacon, Francis L., and Keene, Charles H. 
Foundations of Health, pp. 163, 249-261. 

Suggested Experiences: 

1. Film: “It’s the Brain That Counts, 
of injurious effects of alcohol. 

2. Committee make a source repo 

8. Ete. 

Part VI. Where Can One Learn? 

1. Where can one find good books to read on this subject? 

2. How reliable are popular magazine articles? 

8. Ete. 

Readings: i X 

1. Brace, David K. Health and Physical Education for Junior and Senior 
High Schools, pp. 80-85. 


” 90 minutes, 16 sec. Dramatization 


rt on poisons found in tobacco. 
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Suggested Experiences: 

1. Bring in articles from the newspaper concerning alcohol, tobacco, and 
drugs. Evaluate these and separate the reliable sources from the un- 
reliable. These articles should be judged in class.’ 


In the foregoing units it should be noted that any physiological 
detail is taught in a meaningful connection with the development of 
the problem. It is not given as uncertain background but as useful 
explanation. 


Units for Elementary Education 


Naturally, units of instruction for elementary children are simpler, 
are less time-consuming, and require less use of resources in the com- 
munity and less reading. They are not, however, less interesting, nor 
are they less pertinent to the daily affairs of the child. The same prin- 
ciples of unit construction apply—and not only to the unit outline 
which the teacher may follow but also to the reading which may be 
assigned. Furthermore, it must be recognized at once that the instruc- 
tion given in the classroom period is of less importance in the ele- 
mentary school than are the things that happen to and for the child 
which bear upon his health. It is of greatest importance, for example, 
to have the child immunized against all diseases where immunization 
is feasible. Instruction about immunization is of secondary importance. 

The direct type of teaching might also call for a ten- or twenty- 
minute period in the day when children would read from one of the 
numerous health series readers or would discuss with the teacher 
health problems or behaviors of immediate concern. Or the procedure 
might even approximate the committee investigation and report tech- 
nique used so profitably on the upper levels. The units should be kept 
simple and within the language boundaries of the age, should involve 
little if any anatomy or physiology (and then only in explanation ), 
and must be meaningful in an immediate sense in order to sustain 
interest. There are many promising situations or problems out of which 
a learning experience may be drawn. They range from very simple 
things like teaching the children to use the drinking fountain to some- 
thing more complex concerning their basic understanding of disease 


5 Prepared by George Toneff, Lincoln High School, Cleveland, Ohio. 
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prevention and immunity. For example, classroom use could be made 
of the following: 


1. The regulation of classroom temperature and ventilation. 

9. The lunch the children bring or buy. 

3. The annual or entering medical examination, its findings, uses, and 
meaning. 

4. The use of the washroom and toilet; cleanliness. 

5. The safety precautions to be taken in the corridors, gymnasiums, 
playgrounds, shops, assemblies, streets, sidewalks. 

6. Bicycles, scooters, skates, cars, and their safe usage. 

7. The rest period, rest at home, sleep and relaxation. 

8. The children’s teeth and toothaches, dental decay and candy. 

9. Their eyes and glasses, reading and infections. 

0. Their friends and groups, sportsmanship and courtesies; their 
tempers and angers. 

1l. Their play and skills, their courage and all of their social adjust- 

ments in play. 

12. Their study habits and their concentration. 

18. Their diseases and infections, their cuts and bruises. 

14. Their weight and height and the meaning of variations. 


As working examples of the psychological approach in action on the 
elementary level two units, somewhat reduced from the original, are 


reproduced here: 
A. A breakfast unit for primary grades. 


Finding the Problems (Determining the need) 

This unit resulted from an informal discussion on meals, We talked 
about the meals we liked best, and why these were favorites, The majority 
of the children mentioned either lunch and dinner, or dinner and supper. 
It was quite obvious that preakfast didn’t seem to rate as either a very 
important or enjoyable meal. This left no question as to the need for im- 
provement of the breakfast habits of these youngsters. An inventory re- 
vealed that many of the children needed to change attitudes. 

Objectives 
1. To eat a good breakfast. 
2. To establish favorable attitudes toward better breakfast habits. 
3. To know what foods provide a good breakfast. 
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4. To choose a variety of foods for breakfast, 
Procedure (Motivation) 
Interest was aroused by placing posters, pictures of healthy, happy 
children, pictures of food, food models, and illustrated booklets about the 
room for the children to examine and read. This led to such comments as, 
“I had this for breakfast,” “I like this for breakfast.” “I believe I would 
like this and this.” 
We talked about the need for a good breakfast, and what happens when 
we do not eat a good morning meal. We discussed foods which were ap- 
propriate for breakfast and how these helped build us up and give us 
energy. The children expressed a desire for these so each child made his 
own wheel chart and his height and weight were recorded. We also used 
a film on the eating habits of children. We talked about the morning 
eating habits of people, showing the difference between those of birds, 
animals, and people. 
Problems and Questions (Things we talked about) 

1. Why don’t some children eat breakfast? 

2. Why do we need a good breakfast? 

8. What is a good breakfast? 

4. Do the breakfasts we eat measure up? If not, what shall we do? 
Activities (Things we did) 

To help us understand the problem of time, the children suggested mak- 
ing clocks. We counted the hours between the evening meal and breakfast 
and found the approximate number for each child. The children were sur- 
prised that so many hours had passed between these two meals. We agreed 
that everyone should be ready for a good breakfast. We discussed the 
importance of getting up in time to eat a good breakfast before going to 
school. We discussed good things to eat and illustrated by posters and 
food models. These included fruit, cereal, milk, butter, Also suggested as 
an addition or substitution were: eggs, bacon, waffles, and hot cakes. 
Posters of a good breakfast were made by cutting pictures of food from 
magazines and arranging them attractively on colored paper. Reading 
charts such as the following were made: I had a good breakfast, I had 
cereal, I had toast, I had milk, I had orange juice. (The foods were illus- 
trated with pictures.) We discussed what these foods do for us and why 
growing boys and girls need them daily, 

When the subject of cereals was brought up, it opened the way for a 
very interesting study. Since we live in a section of the country which 
produces much wheat as well as other grains, we associated cereals with 
the grains from which they were processed. Small amounts of these grains 
were brought by the children; they also brought empty cereal boxes and 
placed them in the proper grain section from which they were processed, 
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thus indicating what foods could be made from each of the grains such 
as wheat, corn, oats, and rice. The last mentioned grain, of course, is not 
grown in this section but the children wanted to include it with the cereals. 
We talked about cereals which needed to be cooked and those which come 
ready to eat. 

We also had a little store -which was stocked with empty cereal boxes, 
egg and butter cartons, milk bottles and cans, bacon boxes, fruit juice 
cans, and break wrappers. Models were used for fruits. Playing cafeteria 
was a great delight for them. We used food models and attached a very 
small price to each. This provided some number experiences as well as 
experience in the use of money. We dramatized a conversation between 
a mother and her children during the planning of a breakfast; a scene 
contrasting the actions of a child who has had a good breakfast and one 
who has had little or no breakfast. 

All of our activities and topics of discussion were the outgrowth of group 
planning. They resulted from reading, observations, films, pictures, and 
discussions of different foods and how they help us to grow.® 


B. A unit on “Growing Up” is here shown, somewhat reduced as an 
example of what might be done in the sixth or seventh grade. 


A. The Problem—personal and emotional problems resulting from irregular 
maturation rates are common with pupils of junior-high-school age. Unless 
satisfactorily solved they can lead to serious maladjustment on the part 
of the child. Some of the chief methods for discovering the problems 
connected with growth and development are: 

1. Observations of pupils in the classroom. 

2. Questions and problems actually stated by the pupils themselves. 

3, Observations of pupils during their play periods and at school recrea- 
tion nights. 

4, Written problem lists from each pupil. 

5. Discussions at intervals with individuals and with groups. 

B. Objectives 
1. To help pupils understand that growth problems are normal, 

2. To help pupils understand that those who are “growing up” have 
new and puzzling problems and that there are ways of coping with 


them. 

3. To help pupils understand that large height and weight gains are 
normal growth stages. 

4, Ete. 


ê Prepared and used by Mrs. Emma Senn Rogers, Kingfisher, Oklahoma. 
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C. Procedure 
1. Approaches for arousing pupil interest. : , 
a. Soon after the class had met often enough for me to gain their 


b. 


c. 


confidence each child wrote out some problems. From these we 
compiled a list of “common problems.” It was very interesting to 
see the similarity of their lists. Some of the problems. were: Why 
am I so fat? What makes me clumsy? Will I be more attractive 
later in life? LAr: 

Class discussions were kept on a very informal basis with the 
result that they brought out many other roa Ne 

The pupils were asked to bring in pictures of children of all ages 
to illustrate growth changes. 


2. Specific questions and problems. 


a. 


b. 


iho ao 


What stage of growth am I now in? 

How can one tell what one’s eventua 
will be? f d in? 
How does the body grow and keep itself in good repair 


l] height and body build 


. What is meant by the statement “growth is uneven P 


Why is one always hungry? 


Are there any special physical requirements for success? 


8. Activities selected and learning situations provided for helping pupils 
answer their questions, 


a. 


g: 
h. 


. Charts were prepared showing weig 


. The pupils were requested to bring in sna 


The pupils kept a personal growth record during the study of the 


unit. ht and body build forecasts. 


Pictures were collected to show that “Success and Fame Come to 


are Ae jet pshots to show how 
each had changed in size and proportion since babyhood. 

Posters were made to remind others of ways to keep strong and 
promote growth. os : 
Families were studies to discover what characteristics might be 
inherited. : é 

The specific questions listed by the pupils were discussed in class. 
Etc.7 


Summarizing the Psychological Pattern 


There is ample reason to believe that the psychological approach to 
the selection of material to be taught is more effective than others. 


" Prepared by Miss Mary Evelyn Miles, Caroline High School, Denton, Maryland. 
R y Miss Mary lyn > 
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It has the benefit of interest and motivation and is more readily ad- 
justable to individual and group needs. Its outstanding characteristics 
are as follows: 

1. The material is presented in functional sequence (see units), and 
structure is used to explain. 

2. The material is selected in relation to an ongoing activity or 
interest in the life of the student and thus attention and motivation 
are commanded. ; 

8. The generous use of activities, projects, motion pictures, field 
trips, committee reports, and discussion leaders assures variety and 
greater coverage than a single text or lecture. 

4, The principal purpose of health instruction being the develop- 
ment of conduct, the emphasis must be on doing rather than knowing, 
and the psychological pattern strongly provides for action. 

5. The learning proceeds from the specific, the familiar, the com- 
monplace (see units) to the generalization or conclusion. 


OTHER ARRANGEMENTS 


Specific health instruction as organized in school periods has not 
always been presented thus. The application of psychological prin- 
ciples to the teaching of health is a comparatively recent development. 
Most course outlines, syllabi, and textbooks written prior to 1945 
were written in the antiquated pattern of “Get the scientific back- 
ground first and then you can solve all your health problems.” So many 
course outlines and texts have been written in this pattern that it is 
possible to discern four types of them. These are: 


1. The Historical 


The historical pattern always begins its unit, chapter, or lecture 
by tracing the history of the subject to be discussed. The student 
is introduced to the history of a problem as a means of giving 
him a perspective on the present status or importance of the matter. 
For example, from a college unit on bathing and cleanliness we find 
the approach to the subject to be through: “A. The bathers of ancient 
Rome; B. Bathing among primitive peoples; C. The development of 
modern types of bathing; D. Changing concepts of the need for cleanli- 
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ness.” Now it is highly doubtful whether such historical data are useful 
in getting the student to bathe or to be clean, and such information is, 
at best, pleasant material, providing possibly some interest and amuse- 
ment but little else. 

Or, in another series of health lecture outlines, the teachers begin 
the first day of the first week by opening up the subject, “Conceptions of 
Disease,” with the demonic concepts, the four humors of Hippocrates, 
the theories of Sydenham and Pasteur, and the germ theory presented 
in their historical order. The order of development is chronological 
but hardly germane to the daily problems of the student. 


2. The Etiological 


The etiological arrangement is not seen as often in course-of-study 
organization as in unit or single-lesson construction, It is the cause- 
effect pattern. A cause is given and the effects or consequences of the 
cause are described. It is likely to be used most frequently in studies 
of disease and its control. For example, a college syllabus begins its 
second lesson (after the introduction) by setting forth “the causes 
of death from natural and unnatural means.” Here are discussed, of 
course, germs, accidents, old age, organic diseases. Next comes a con- 
sideration of germs, microbes, metazoa, and molds with full descrip- 
tion of bacteria and cocci. From there the students study transmission 
of germs by air, water, milk, food, insects, and animals, and, if they 
are patient enough, they will eventually come to human carriers, 
typhoid Mary, tuberculosis, and cancer! A long and circuitous route! 


3. The Anatomical-Physiological 


This approach to lesson planning is the favorite among those who 
disregard student interests, For decades hygiene teachers have be- 
lieved that all subjects should be introduced by laying the scientific 
foundations. Digestion could not be understood until the fundus of 
the stomach was located; and nervousness could not be discussed until 
the fissure of Rolando was explored! Libraries are full of hygiene text- 
books, each chapter of which spends the first half on anatomy and the 
second on things in which the students are really interested. For ex- 
ample, it is re chapter on the nervous system indeed which does 


a a m - 
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not begin: a. structural arrangement of the nervous system; b. cerebro- 
spinal and autonomic; c. the unit of the nervous system—the neuron; 
d the reflex. Then, after the anatomy has been laid down, meaning- 
less and unrelated, the text may discuss emotional control, worry, 
nervousness, adjustment, fatigue, vocations, and other cogent and im- 
portant considerations. 

The following teaching outline on food is typical of this approach: 


Food 


I. Food as a source of energy. 
1. Nutrition and its part in digestion and assimilation. 
II. Classification of food. 
1. Carbohydrates. 
2. Proteins. 
8. Fats. 
4, Minerals. 
HI. Vitamins 
1. Vitamin A. 
2. Vitamin B. 
8. Vitamin C. 
4. Vitamins B, D, etc. 
IV. The caloric values of food. 
V. Good elimination. 
VI. Indigestion. 
J. Causes and remedy. 


Students frequently lose interest when the course is overloaded with 
unrelated and extraneous details of anatomy and physiology. They ask, 
“Why do we have to learn all that when all I had in mind was dis- 
cussing how to take school examinations without worrying myself sick?” 
Anatomical detail is useful only in explanation, never as unrelated and 
extrinsic background to be taught just because someone thinks it is 
good to know that the duct of Wirsung is in the pancreas or that there 
are so many main branches off the aorta, The material is too far re- 
moved from an ongoing interest, a need or a problem, and contrib- 
utes only partially and then mostly by chance to the students’ under- 
standing of life. Such lifeless and meaningless teaching is responsible, 
in part, for the unpopularity of many hygiene courses and for the slight 
impact which many health books make upon the reading public. The 
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psychological pattern, based as it is upon student problems, deals with 
needs and interests and thus has an advantage in affecting behavior, 


BUILDING A UNIT 


A unit of work is a segment of the total syllabus or course of study 
and requires a comparatively short period of time, a fraction of a 
semester, to accomplish. It is frequently constructed by the teacher 
alone but is more meaningful to students if they can have a hand in its 
preparation. In preparing teachable units the following steps are rec- 
ommended: 

1. From the entire range of available problems or areas of interest 
to students and suitable for their age and grade, one will be selected 
after discussion with the class. 

2. The teacher, with the group, will discuss the range and depth 
of the problem and its potential value and meaning to students for 
purposes of determining the objectives which might be sought. These 
objectives or goals should be stated in understandable and attainable 
terms. 

8. The principal questions (ten to fifteen) which students would 
like to have answered in connection with the area should next be 
stated. 

4. With the foregoing objectives and questions in mind, the teacher 
should then raise with the group the question of how to proceed. How 
can we get our questions answered? How can we achieve what we set 
out to achieve? Are there resources in school or the community we can 
use? How shall we organize our class to get this job done? An orderly 
list of these activities and procedures should be made, assignments to 
them agreed to, and the work on the unit begun. 

5. Many units carry within their written form a listing of available 
films, reading materials, resource persons, field experiences, laboratory 
experiments, and other aids to teaching which might profitably be used. 

6. It is likewise good to prepare a sketch of whatever evaluating 
devices may be used to test the worth of the unit. Suggestions for 
getting student judgment of worth, effect upon the class, success of the 
various activities, interest in the reading, resource persons, and other 
aids, and also notes of mistakes to be avoided next time can be pre- 
pared, Chapter 9 has further suggestions for evaluation. 
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TEXTBOOKS 


There are many school systems which prefer to adopt single text- 
books for each grade in each subject. To meet this purpose there are 
several good textbooks or series of books written for health teaching 
purposes. All the books are not, however, of equal value. Some are very 
old-fashioned in their approach and organization, some are scientifi- 
cally inaccurate in spots, and some are excellent indeed. In order to 
help the teacher judge the quality of a textbook proposed for use the 
following criteria are suggested: 


1, The contents of the book should be based upon the health needs and 
problems of the age group for which it is written. 

2. The major emphasis of the text should be upon problems crucial to the 
pupils and important to the community in which the book is being used. 

3. The content material must be scientifically accurate throughout and in 
thorough accord with the best available knowledge in the biological 
sciences. 

4. The first chapter of the book should provide a good springboard for 
the year’s program in health instruction by appealing to the pupils’ goals, 
such as interest in appearance, athletics, vocational success, and by 
pointing out the relationship which exists between the achievement of 
these goals and the satisfactory solution of the health problems con- 
tained in the remaining chapters of the book. 

5. The book should be written in an interesting and readable style with 
the vocabulary on the comprehension level of the pupils who will use it. 

6. The text should contain a glossary of difficult words. 

7. The text should contain suitable and purposeful activities, participation 
in which will help the pupils solve their problems related to growth, 
development, and adjustment. 

8. At the end of each chapter, there should be listed suitable references of 
books, pamphlets, films, filmstrips, and other audio-visual aids. 

9. The charts, graphs, and tables contained in the book should be meaning- 
ful to the pupils. 

10. All statistics should be accurate and up to date. 

11. The illustrations should be attractive, accurate, and apropos. 

12, The paper and print should be of a quality and size which will mini- 
mize eyestrain. 

13. The authors should have sufficient training and experience to qualify 
them to write a satisfactory text. 
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14. The book should have an attractive cover, a suitable title, and a satis- 
factory index.§ 


ADDITIONAL MATERIAL ON ORGANIZATION 
AND METHOD 


In Chapter 7 will be found additional suggestions for course organi- 
zation and teaching method inasmuch as many of the suggestions 
which can be made apply equally well to all of the three patterns of 
course organization. 


GRADE PLACEMENT AND TIME ALLOTMENT 


When should hygiene be taught? There is no standard answer to 
this question. Many organizations, groups, and experts in school health 
education have made recommendations in this connection and a cross 
section or consolidation of these opinions is represented by the 
accompanying table: 


Time Allotment and Grade Placement for Direct Health Teaching 


Grade Best Next Best Least Desirable 
1 

1 period a day 1 period twice a week 1 period once a week 
4 20 minutes 3 times a 20 minutes once a 20 minutes once & 
6 week week week 

T 1 class period a day class period 3 timesa 1 class period once a 
8 for the year week for a semester week for a year 

9 1 class period a day 1 class period 3timesa 1 class period once & 

for a semester week for a semester week for a year 

10 } 1 class period a day 1 class period 3 timesa 1 class period once & 
il for a semester week for a semester week for a year 

12 


1 class period a day 
for a semester 


1 class period 3 times a 
week for a semester 


1 class period once @ 
week for a year 


* Prepared originally by the author and improved by P. C. Bechtel, Ohio De- 
partment of Education, Columbus, 1952. 
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Any such recommendations must be adapted locally to the particu- 
lar needs of the students, the curriculum and time schedule in vogue, 
and the facilities available. It must certainly be recognized that if any 
school becomes committed to giving direct instruction in health this 
cannot be done well on starvation rations. Time, space, and equip- 
ment must be provided and no once-a-week arrangement or makeshift 
rainy-day sharing with the physical education periods will suffice. If 
health is to be taught at all it must be taught well and that means con- 
secutive class periods for a semester or a year uninterrupted by long 
waits between periods. If hygiene can be offered in the seventh grade, 
for example, it will not produce best results if offered once a week for 
the year. Twice a week for a half-year would be better and daily for 
a semester would be still better. Sharing a twice-a-week physical 
education schedule is not satisfactory generally nor is any form of 
once-a-week class meeting. Daily meetings for a shorter length of time 
will maintain interest at a higher level and be productive of better 
results. 

Nor is there any unanimity on the problem of grade placement. It 
is fairly well agreed that in the first six grades some time each day 
should be spent on reading about health, discussing health activities, 
or doing things pertaining to health. Perhaps twenty to thirty minutes 
per day three times a week would suffice. As the grades advance, the 
health problems become more involved and the students more aware 
of them and articulate about them. It can be demonstrated that chil- 
dren in every grade from seven through twelve have problems in 
sufficient quantity and of sufficient importance to make a one-semester 
course every year worth while. Some fear that if so much health is 
taught in the curriculum the subject will be exhausted in the first 
three years or at least be spread very thin over the grades. There 
need be no fear on this score. Various studies have shown rather con- 
clusively that there is enough to be taught for one semester of all six 
years of the secondary school. A teacher with imagination and re- 
sourcefulness could lay out such a program with no fear of wastage 
of time or repetition. However, few schools are organized so as to 
permit so much teaching in this area. The next best allotment of time 
would then be a semester course in each of the seventh, ninth, tenth, 
and twlefth years, with the tenth year of these four omitted if one of 
them has to be. This arrangement would get students entering and 
leaving both the junior and senior high schools. 
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The very minimum would be a course for students at entrance and 
departure from the secondary school. 


CLASS COMPOSITION 


In the elementary grades there is no problem as to whether boys and 
girls should be taught about health together or in segregated groups. 
The question does arise in junior high school, though, and persists 
through the college years. There are many who prefer to have boys 
taught by themselves and by a man and girls in a separate class and 
by a woman, Others, however, see no important reason for segregation 
and believe that health problems germane to the high-school and col- 
lege years should be discussed in mixed groups for best results. 

Actually it is a problem of exaggerated importance. It has been well 
proved that mixed groups can be taught successfully and without 
embarrassment and by either a man or a woman. It has likewise been 
demonstrated that a woman can teach boys and a man girls. The issue 
of success depends upon the preparation, personality, skill, and ap- 
proach of the teacher and not upon the subject matter. All but a few 
of the areas of hygiene are acceptable to both sexes in a mixed group. 
A teacher might have difficulty sustaining the interest of high-school 
boys on problems of child care and family feeding, and, likewise, girls 
might be bored with a discussion of training procedures for com- 
petitive athletics. Boys would profit some but not much from intimate 
instruction concerning menstruation, and discussion of the details of 
reproduction would, unless handled well, be potentially embarrassing 
to all. These areas are, however, in the minority and do not loom large 
enough in the total scene to justify the position that all hygiene should 
be taught in segregated groups. 

On the college level there is still less reason for segregation. Usually 
merely administrative convenience keeps the courses apart, at least on 
the freshman level where the customary one-hour-per-week hygiene 
course is found. After the first year the elective courses usually found 
in college bulletins do not require segrated classes. In fact it is the 
experience of many who have developed the recently appearing “mar- 
riage courses” that a mixed group has a definite advantage in that ideas 
may be tested and contrasting points of view reconciled. 

In summary of this point, either mixed or segregated classes are 
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acceptable. The success of the instruction does not depend on the 
homogeneity of the group. If a class starts out mixed it should not be 
separated into boys and girls when the time comes to discuss “sex” 
or any other controversial area. Such temporary segregation only high- 
lights the subject and distorts its importance and emphasis. Groups 
which start out mixed should remain so throughout the semester. 

To teach about health in a specific course with a room and period, 
syllabus or text all its own is popularly the ideal way to attain the 
objectives of health instruction. To many it seems the best and most 
fruitful way to convey to youth the great lessons of science as they may 
be applied to the preservation and development of human life. As will 
be seen later in the general summary of the problem of health instruc- 
tion, there are several techniques and points of view which must be 
observed or the teaching of hygiene becomes a boring and sterile thing. 
Teachers will do well constantly to bear in mind that the students in 
hygiene are not medical students. They are not even interested in 
science because it is science. They are interested in life in general, in 
their lives as they are being lived, and they will accept only a small 
amount of unrelated scientific data and will reject that which is not 
pertinent to their ongoing interests and problems. 

The easiest way, by far, to teach hygiene directly, in a course set 
up for the purpose, is to divide the material by the great systems of 
the body, teach the anatomy and physiology of the systems, and then 
allow for a few questions of practical application if time remains. This 
is at once the easiest and the most sterile. Little happens to the learner 
beyond the temporary acquisition of some knowledge. What is des- 
perately needed is action, behavior. People need to live more health- 
fully, and cramming their heads full of knowledge will not guarantee 
favorable modifications in their living. The material to be taught must 
be chosen in relation to the living needs. The teacher must cultivate 
an insight into the students and talk to them. A college student one, 
day expressed this point eloquently to one of the better teachers of 
hygiene when he said, “I have gotten so much out of this course be- 
cause I have had the feeling all along that you were talking to me. 
When teachers can create that atmosphere, have their students feel the 
value of the material as well as learn the material itself, then the direct 
teaching of hygiene is justifying its existence. j 

But no tricks of rearrangement of anatomy or physiology or other 
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basic sciences will do, Whether one begins with the fascinating activi- 
ties of the cell and works outward, “dresses up” the anatomical detail 
“to make it interesting,” or uses all the personality of a vaudeville per- 
former, the course will still be largely wasted until and unless it deals 
intimately, helpfully, and understandingly with the problems of its 
students. The material must be chosen in relation to its intrinsic value, 
taught as living material, and students must be allowed some share in 
the whole process. The smug complacency of scientifically trained 
teachers who assume that they know what students should learn and 
then proceed to teach without seeking and getting an identification of 
the student with the material is deplorable indeed. There are health 
problems to be solved, living to be made happier and more effective, 
and lives to be saved. No teacher can afford to miss the opportunity, 
in a class of direct teaching of hygiene, to affect favorably the lives of 
students by dealing exclusively with material intrinsic to those lives. 
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Correlation 


ae UNC health by correlating hygiene material with other 

areas of the traditional curriculum was once a very popular way 
of covering the field. The program of correlation had strong ad- 
vocates. They conceived of health instruction as a study of life, and 
as the curriculum in elementary or secondary schools covered all the 
aspects of life, it should be easy to teach in science, physical educa- 
tion, history, and all the other areas the health material that was ap- 
propriate. Conversely, if there existed a special health course in the 
curriculum an appropriate correlative relationship could be established 
whereby history or science could be taught with the hygiene material. 
The program of correlation aims at the breakdown of the rigid barriers 
which separate the subjects and areas and seeks a co-relationship be- 
tween health material and all the others. Technically, correlation 
means the relation of parts to parts—a co- or shared relationship 
between them, Applied to health education it means the relationship, 
within the curriculum, of health to the biological sciences, of health to 
music, of health to the social sciences, To correlate health with these 
other areas means to plan to include health material in the teaching 
„of biology, English, social studies, and the rest. 


POTENTIAL AREAS 


Correlation does, of course, have some rich possibilities. There is 
such a close relationship, for example, between the biological sciences 
and the hygiene of living that correlation is inevitable and will occur 
whether planned or not. In fact, in many modern textbooks in biology 
the material has been chosen purposely to deal with human biology 
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and with human health. The correlation here is inescapable. Likewise 
the social sciences and physical education are rich in correlative possi- 
bilities for the teaching of health. Home economics and the physical 
sciences offer excellent opportunities also. These are the most likely 


areas. 


Correlation within these five fields comes easiest and is the most 


readily demonstrated. Other areas such as art and music have potenti- 


alities 


but not as many or as rich, Some of the outstanding topics or 


problems from health education which might reasonably be dealt 
with in other areas are as follows: 


a. Wi 


aah ae a 


12. 

13. 

14. 

b. Wi 
L; 

2. 


3. 


th physical education: 
Cleanliness, infection, bathing, skin infections. 
First aid and care of injuries, protection against injury. 
Clothing and weather. 
Use of the physical examination, limitations and possibilities for 
activity, development of compensating activities. 
Experience in participation in developmental and individually pre- 
scribed activities. 
Experience in planning, decision making, social conduct, and emo- 
tional control. 
Experience in choosing activities for current and later use and in 
evaluating results of participation. 
Relation between vigorous and restful activities. 
Fatigue, conditioning, “training,” diet, and nutrition in relation to 
activity. 


. Safety precautions in all activities. 


Experience in the development of a sense of achievement, in per- 


sonal evaluation, and in self-direction. 

Individual differences in size, strength, endocrine factors, and ability 
in relation to performance. 4 

Sex differences in performance, organic and psychological develop- 
ment. i 
Experience in the appreciation of play, fun, and recreation. 


th biological sciences: f 
Development of the cell, influences for retardation, normal growth 


and development, cell needs. ' i 
Plant and animal sex development and reproduction, pollination, 


fertilization. } é í 
Plants, molds, bacteria in relation to infection; disease-producing 


organisms. 
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4, Heredity, its operation in living things including man, facts and 
fallacies; evolution. 
5. Biological anti-agents, communicable diseases and control. 
6. Basic functions of digestion, assimilation, elimination, sensory ac- 
tivity, respiration, and irritability. 
7. Adaptations of organisms to environment. 
8. Mammalian structure and function. 
9, Water, milk, and food protection and purification. 
c. With physical sciences: 
1. Night ventilation and heating. 
2. Vision, refraction, optics. 
3. Disinfectants, germicides. 
4. Chemistry of food, nutritional needs, 
5. Weather, climate, and health and disease. 
6. Water and food preservation and sanitation; food freezing. 
d. With social sciences: 
1, Comparative health states on international basis. 
2. Governmental health organizations here and abroad. 
8. Functions of government relating to health of people. 
4. Current issues of medical and health care. 
5. Studies of environment, home and community planning, city 
planning. 
6. School and community recreation. 
7. The family, domestic and comparative. 
8. Traffic control, automobile hazards, industrial safety, legal back- 
grounds. . 
9. Poverty, sickness, economic status, race, depressions, and disease. 
10. Health in relation to rural and urban populations. 
11. Growth of superstitions, fallacies, rumors, prejudices. 
12. International relationships as they relate to health. 
e. With home economics: 
1. Nutrition, food preparation, distribution and production. 
2. Home management, recreation, personal problems. 
3. Child care and development, home care of the sick. 
4. Marriage problems. 
5. Clothing. 
6 


. Housing adequacy, ventilation, heating, planning.1 


* Adapted from a mimeographed document prepared by Eugene Beck for the 


Faculty of the Department of University Schools, The Ohio State University, 
Columbus, Ohio. 
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In one area, history, some of the correlative health material may be 
shown in the following brief outline: 


a. The Old World 
background. 


b. Settlement and develop- 
ment of the colonies. 


c. Conditions of the colonies 
on the eve of the Revolu- 
tion. 

Causes of the American 
Revolution. 

The War for Inde- 
pendence. 


Greek medicine and Hippocrates, who is 
often called the father of modern medicine. 
He advocated the gymnasium system of 
educating the young to develop a sound 
mind and body. 

Roman Empire, a great administrator of 
health affairs. Police officers supervised 
paving and draining of streets, inspection of 
weights and measures, maintaining of order, 
and provision of good-quality grain. Romans 
were provided with clean drinking water, 
and hundreds of public baths in the cities 
were supplied through thirty-four stone 
aqueducts. 

Medieval medicine; cleanliness of spirit 

was stressed more than bodily cleanliness. 
Sanitation conditions and disease-control 
methods were sadly neglected. Principle of 
quarantining houses one important contri- 
bution. Beginning of the era of sanitation. 
Druggists came from Europe. First drug- 
store in Boston in 1646. Lack of food and 
health education hindered the development 
of the colonies. Bloodletting, a heritage 
from Europe. Benjamin Rush, professor of 
medicine, College of Philadelphia, called 
bloodletting “the sovereign remedy.” He 
was bled to death by his own doctor in 
1813. 
Two medical schools in colonies before 
Revolutionary War. Most practicing physi- 
cians never attended medical school; served 
as apprentices to other physicians. Quacks 
were overrunning the country, and personal 
health was seriously affected by treatment 
from such quacks. 

At outbreak of the Revolution, a good 
physician was Dr. John Morgan, chief phy- 


100 School Health Education 


d. Political and commercial 
development between 
1815 and 1845, 

The settlement of the 
territory west of the Mis- 
sissippi. 


e. The industrial revolution. 

Effects of the industrial 

revolution upon American 
life. 


sician of the Continental Army, who showed 
that pus came from blood vessels and not 
from solid tissue. 

Sanitary conditions in army camps and 
hospitals during Revolution were almost 
primitive. Mansions of rich had no plumb- 
ing. Troops were ordered not to be quar- 
tered near swamps, as it was believed the 
“miasmas” from marshes brought disease. 
Soldiers were ordered to cut hair short. 
They were inoculated against smallpox. 
Typhoid, dysentery, and typhus took a 
heavy toll. Army lacked sufficient medical 
supplies. Ignorance of medicine, inefficiency 
and squabbles among doctors. Army sanita- 
tion just starting, Nine soldiers died of dis- 
ease for every one killed by British bullets. 
Communities started to organize their water 
supply, their sewage disposal, and their 
community health activities. Movement for 
development of boards of health and health 
officers accelerated. Officials did not know 
what steps to take to protect the health of 
the public. 

Health education on the frontier was left 

to the family itself. Doctors few and far 
between. Health conditions far better than 
in the crowded eastern cities. 
The industrial revolution brought about an 
increased need for health education, com- 
munity and personal health. It saw the be- 
ginning of sweatshops and crowded living 
conditions in the cities, Movement of people 
to the industrial centers created such 
crowded living conditions that disease and 
ill health were greatly increased. 

Workers in sweatshops labored under 
such poor conditions and for such long 
hours that they were old long before their 
time. 

Sweatshops brought about an increase of 


Correlation 101 


injuries to workers because of poor work- 
ing conditions. Homes were broken up 
through use of child and woman labor in 
sweatshops because they would work for 
such low wages. 

More attention was being given to health 
activities in the cities because of crowded 
conditions. Municipal housecleaning phase. 


F. A. Meier? reports a study of the correlation between health 
instruction and general science in which he shows the health areas 
most and least frequently treated in general science textbooks. These 
are: 


Most frequently treated: disease, eyes, food, heart and blood, air and 
sunlight, education for parenthood, general physiology, elimination, 
ears, nose and throat. 

Least frequently treated: alcohol, tobacco, and drugs, teeth, posture, 
feet, exercise, first aid, mental hygiene, sleep and rest, safety, health 
agencies, home and family, clothing, and others. 


Meier’s investigation shows rather clearly how difficult it would be to 
rely wholly upon the field of general science to get the job done which 
is needed in health instruction. But it also shows how reasonable the 
correlation possibilities are between the two fields and how, if general 
science and health instruction are both taught in the same school, the 
teachers should familiarize themselves with their respective efforts in 
order to avoid any wasteful duplication and also in order to compare 
the nature of the material they are teaching. i 

From these most likely areas the others shade off to a point where 
deliberate correlation with health material becomes a labored process. 
It would be difficult, for example, to write a very good play about the 
vitamins or to do acceptable poetry about the various molds and bac- 
teria which are dangerous to man! The pattern of correlation eventually 


reaches the point of diminishing returns. It is apparent, however, that 


in literature discussions of organic, psychological, and emotional prob- 
and a study of heterosexual 


lems as may be revealed in biographies 


? Frederick A. Meier, Opn in General Science for Health Instruction,” 
Research Quarterly, December, 1951, p. 434. 
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relationships as related in biography, fiction, or history would be 
valuable. Likewise one cannot overlook the healthful experience itself 
which is the singing and playing of music. And actuarial tables, vital 
statistics, and population trends might as well be the subject of math- 
ematical discourse or anything else. In these less likely areas there are 
possibilities but also real limitations. 


ADMINISTRATION 


Properly to develop and administer a program of correlation the fol- 
lowing conditions are necessary: 


1. Some one person, or small committee, must become sufficiently 
familiar with all of the areas and with the wide area of hygiene to 
recognize where each could enrich the other, and be prepared to make 
recommendations for the inclusion of health material in the other areas. 

2. The faculty must be receptive to the idea of correlation and ready 
to receive and use such recommendations as appear reasonable. 

8. A program of in-service training should be provided for the 
teachers involved so as to improve their ability to handle the accept- 
able health material. 

4. Conferences should be held during the year as needed for the 
exchange of ideas as between, for example, the social science teachers 
and the health group. Such conferences would be useful in checking 
facts, exchanging teaching materials and ideas, agreeing on purposes, 
and setting directions. 


PRECAUTIONS AND DRAWBACKS 


As has been mentioned there are precautions to be taken and draw- 
backs to be noted in the development of any correlation plan. These 
are as follows: 


1. The best-developed correlation plans will not reach all the stu- 
dents in school with all the material, nor will all the material from the 
broad area of healthful living be included even in the sum of the offer- 
ings of all the other areas. Many students will miss entirely the im- 
portant contribution which home economics makes. Others will not 
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have had much biological science. It can be demonstrated from studies 
on student needs that even after the absorbent powers of these other 
areas have been taxed to the limit there are still human health prob- 
lems untouched. Correlation plans at best are never perfect; they 
never can cover the area of healthful living as it should be cov- 
ered, 

2. Teachers’ qualifications vary so that a health coördinator should 
be rather chary about encouraging a social science teacher, for exam- 
ple, to deal with current issues of medical care unless the teacher is 
adequately prepared to do so. Biology teachers can make sorry mis- 
takes in dealing with human sex life if they are relying only upon their 
knowledge of the birds and bees. Teachers must be well prepared to 
handle human health problems if they are to be handled at all. 

3. Health material does not lend itself gracefully and conveniently 
to all areas equally well. The health content to be incorporated must 
never violate good standards in the host area. To draw a picture with 
a health motif may, and probably will, result in bad art as well as bad 
hygiene. Writing health themes in English may result in inferior lit- 
erature, and composing a song about vitamin A will be sorry music. 
No host area should be asked to use health material unless it is con- 
tributory to that area and hygiene alike, and in no case should health 
material be used if it violates the best purposes and standards of the 
host area. 

4, When matters relating to human health are taught in chemistry, 
history, or other areas it is exceptional when the health material is 
taught in relation to goals of students or for the purpose of solving 
their specific health problems. 

Correlation thus appears as the second of the three patterns for 
incorporating health instruction in the curriculum. Well conceived and 
executed it can contribute materially to the knowledge and under- 
standing of students concerning their health. Improperly developed. 
it can become a travesty on good teaching and do the cause of health 
education far more harm than good. 
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Integration 


S education has moved through the years, changing its directions, 
clarifying its purposes, and refining its techniques, seldom has 
it developed a concept and a program more controversial than that 
which it now seeks: “integration” in learning. The “integrated pro- 
gram,” the “integrating curriculum,” the “project,” the “resource unit,” 
the “core curriculum’—these and other terms are used to describe facets 
of an important movement which holds great promise for the enrich- 
ment of education. For health education it presents an unusual op- 
portunity for the development of an understanding of health in relation 
to contemporary problems in our society and the realization of full 
personal development in terms of the “wholeness” of the organism. 
Integration may be defined as the result of a process, a process of 
relating parts of a thing to the whole or to a single purpose. In a well- 
integrated “something,” all of the parts are working smoothly together, 
with no friction, nothing out of step, and the “something” is thus 
able to function with maximum efficiency in the way it was designed 
to function, To integrate is to relate parts to the whole—it makes no 
difference what the “whole” or purpose is. A well-integrated auto- 
mobile is one in which all parts—carburetor, spark plugs, tires, chassis, 
driver, battery, and all the other thousands of parts involved—mesh 
smoothly together to provide safe, economical, and pleasurable trans- 
portation. Let the battery go dead, the spark plugs become fouled, or 
the driver be intoxicated, and disintegration has set in. The “whole- 
ness” of safe transportation is not achieved. Sth e 
A well-integrated battle requires complete and efficient interrelation- 
ship among all branches of the service involved and a complete mesh- 
ing of individuals within those branches. The price of disintegration in 
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battle is lives. A well-integrated gang of thieves functions smoothly 
in their antisocial activities by having each member coérdinate his 
activities with the others to the end that the big bank robbery goes 
off without a hitch, Integrating is a process, not a state of affairs, and 
it does not demand that its “wholeness” or its purpose be good or bad. 

The concept of integration applied to school health education re- 
quires some study and considerable experimentation before it will 
become most fruitful as an educating process. To develop an inte- 
grated health education plan in today’s schools requires time, skill, 
and imagination. Furthermore, in the confused state in which the whole 
idea of integration is held by some there is no clear application of the 
concept of the various phases of health education. The term itself 
is sometimes confused with “correlation” but to correlate and to inte- 
grate are not synonymous although it is equally true that they are not 
mutually exclusive. 

“Integration,” or the process of integrating, may be applied in health 
education in any one or all of four principal respects: 


1. Integrating the individual, the child, the personality. One speaks of 
“the integrated personality.” A well-integrated person becomes an 
object of admiration and respect. 

2. Integrating the curriculum, the programs of study, the things that 
go on in the classroom. Thus, one may speak of “an integrated 
curriculum,” a “core curriculum,” or an “integrated project.” 

8. Integrating within the course itself. Health instruction need not be 
a series of disconnected topics relating to the human body. Learn- 
ing may be organized around large whole themes or problems. 

4. Integrating the school program, the entire experience of the child 
from the time he leaves home for school till he returns, One may 
thus speak of an “integrated program,” or an “integrated health 
program,” and imply the marshaling of all the forces in school 
around a common objective. 


Now these four applications or usages of “integration” are not 
mutually exclusive, They are related and there are some shadings and 
peripheral developments of each which might easily be thought of as 
belonging to another. Nevertheless, in the interests of simplicity one 
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may make these four applications first and later think through the 
process of integrating them! 


INTEGRATION AND THE INDIVIDUAL 


What kind of children leave our schools? Are they well behaved? 
Informed? Stable? Well? Debilitated? Nervous? Strong? Smart? So- 
cially well adjusted? Physically mature? Happy? What kind of chil- 
dren do we want to graduate from schools and colleges? These 
questions are important as one tries to think through the functions of 
education anywhere. If educators contend, as many now do, that edu- 
cation is interested in the development of the whole child and not 
just his brain, or his memory, then teachers must look at all the “parts” 
of the “whole” child and determine what can be done for each and 
all of the “parts.” A leading university reported a few years ago that its 
principal function was the “training of the mind,” thus implying no 
responsibility for the rest of the complicated and potentially well- 
integrated organism that is man. To make such an assumption opened 
that university to two criticisms: (1) that it shared no interest with 
other modern schools and colleges in their devotion to the develop- 
ment of the “whole” man and (2) that it believed in the spurious and 
untenable possibility that man may be divided into mind and body for 
purposes of “training.” 

But this is not the place to cite the evidence for man’s unity. It must 
be assumed here that man is an entity, that his best growth, develop- 
ment, and maturity depend upon a successful interrelation of all of 
his parts, that any neglect of any phase of his nature—physical, social, 
psychological, intellectual, emotional, or whatever—will leave its mark 
in disintegration of the whole. The school and college devoted to the 
development of the “whole” child must then give thought to the thing 
they are devoted to and answer the question, “What sort of person is 
to be produced by this institution?” 

It becomes good sense then to try to describe the sort of person the 
school wishes to produce. Shall he be tall or short, lean or fat, smart 
or dull, courageous or cowardly? Shall he be effective or poor in lan- 
guage, socially minded or selfish, a snob or democratic, sick or well? 
Even though the school can do little or nothing about some of the 
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personal characteristics possessed by its students, nevertheless, com- 
mitted to the development of the whole child, it must describe a 
well-integrated child and proceed to work toward that end. 

The first step in the integrating process applied to school health 
education is, therefore, the establishment of those characteristics of de- 
sirable personal integration which can be used as objectives and 
toward which every influence in the school must contribute and none 
detract. This is usually done by putting a committee to work on the 
problem and asking them to bring before the faculty of the school a 
set of characteristics of a well-integrated child toward the attainment 
of which the entire school may work. Frequently such committees 
find it helpful to ask, “What would the ideal child, in so far as this 
school can affect him, be like?” Committees at work on this problem 
have produced some interesting characterizations of the integrated per- 
son. Here follow some examples: 

A. An integrated individual: 


If a man gave his best to the task at hand, if he enjoyed optimal har- 
monious function of his physiologic and psychologic processes and possessed 
a normal anatomical structure, if he mastered his environment so as to be 
unaffected by its social and physical adversities, if his intellectual curiosity 
served to satisfy his potentialities, if he gave himself to communion with 
the Supreme Power, if he loved life for its own sake and gave no false 
opinions to his friends and associates, then that man would represent a 
bona fide integrated individual. But as a recipient and instigator of the 
luxury and blinding rush of modem civilization, modem man has made it 
rather difficult to reach that utopian level at which he could enjoy complete 
integration. In place of a calm, steady round of labor, with proper periods 
of mental and physical rest, he lives in and contributes to an age of ever- 
increasing hustle. He invents all sorts of worksaving devices, and in speed- 
ing it up he sacrifices his nerves and his peace of mind, He has virtually 
become a slave to a machine. He avoids outdoor games, feels that having 
fun is a sign of weakness, because his subservience to his own creations 
causes him to forget that he has himself to serve also. But if he would only 
stop for a moment and take stock of the endless procession of broken-down 
individuals that surround him on all sides as they race to their graves, he 
would perhaps wonder if such a strenuous life is worthwhile. Perhaps then 


he would use his creations to his advantage instead of to his disadvantage 
—an ultimate defeat. 
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B. The integrated child: 


The integrated child is an individual whose resources are in a constant 
state of mobilization, ready to meet his physical, intellectual, emotional and 
social needs by an integrated response, or by an adjustment based upon 
an excellent set of values and on a democratic interpretation of himself in 
regard to his environment. 

The integrated child is gradually achieving an understanding of himself 
and his realtionships to society; more particularly family, age mates, com- 
munity and state. This child is experiencing optimal growth and develop- 
ment toward correct thinking, feeling, relationships, and living both in 
terms of himself and his environment. 

More specifically, the integrated child is healthy, vigorous and energetic; 
is able through skills, knowledges and attitudes, to meet his basic needs. 
He is ever extending and increasing his interests; has an ever maturing 
purpose in life and achieves objectives toward that purpose. He adapts 
more fully from day to day to the complexities of his environment and does 
so in a manner increasingly consistent with the elements of our democratic 
way of life. 


C. The faculty of the University Schools at The Ohio State Univer- 
sity has for many years been working toward a satisfactory and work- 
able set of objectives. Through committee effort and later faculty 
action, the school is directed toward making whatever contribution it 
can to develop what the faculty has called “Characteristics of an Indi- 
vidual with Optimum Health.” ? The essential points of this remark- 
able effort are produced here. They have served well in guiding the 
actions of the entire school personnel toward an improvement in the 
health of children: i 


Health in the Area of Personal Living 


1. The individual is gradually achieving a consistent and unified outlook on 
life. 

2. The individuaľs evident vigor and tone imply reserves of energy and 
power of initiative indicative of successful adaptation to environment. 


1 George T. Stafford, Jr. À 

2A Report of the Health Committee, 1942. The Faculty of The Ohio State 
University, Department of University Schools, Columbus, Ohio, p. 2. Mimeo- 
graphed. 
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8, His bodily parts function with harmonious integration and optimum 
efficiency in energy transformations. 

4, The individual has a sense of achievement. 

5. He is gradually achieving status as a person through growth in inde- 
pendence, in establishing security and in developing a sense of belonging, 

6. He is gradually freeing himself from childish egoism, and evidences 
growth in social sensitivity and willingness to sublimate personal desires 
for the larger concerns of the groups to which he belongs. 

7. He understands the wide rang of variability that can exist within the 
concept of normality, and in so doing he is becoming more able to accept 
and to live more intelligently with his own personal variations, 

8. He understands his sex role, 


Health in Personal-Social Relations 


1. He has status in family relationships. 

2. He has status in the various groups and with his age mates of both sexes 
through his effective participation in several functional groups. 

3. He is frank, communicative, and sociable, and he enters heartily and 
with enjoyment into the spirit of social intercourse. 

4. He is considerate and helpful and is growing in his concerns for other 
people, their plans, their successes and failures, 

5. He is growing into a satisfactory heterosexual adjustment. 


Health in the Wider Social Relationships 


1. The individual has a zeal for promoting more healthful living through 
social reconstruction. 

2. He is achieving status in society as a contributor to the furthering of 
more democratic ways of life within the social order. 

8. He is achieving status in society through increasing economic independ- 
ence and through social competence. 

4. He participates effectively in social institutions. 


In the latter situation the laudable objectives set forth become mean- 
ingful and alive. The school is alert to contributions to these objectives 
from all areas. The report of the Health Committee goes on to cite 
the contributions made by the many and varied aspects of school life 
to each of the individual objectives. There is no gap between their 
theory and practice, between their ambition and their effort. Objec- 
tives in child development are established and their attainment is 
sought. 
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The foregoing illustrate existing efforts to establish a set of objectives 
toward which a school faculty may work. Such objectives become more 
meaningful when they are the product of the group using them. There 
is no perfect set, Faculties should make their own, and then, when the 
wording is acceptable and the meaning clear, it should be obligatory 
on all to make every influence in the school contribute to and none 
detract from the attainment of these objectives for every individual 
child. If this program can be put into operation regardless of its imper- 
fections, the school at least knows where it is going, what its goals are, 
and what it is trying to do for the health of its children. 

To help the child develop his capacities, to develop “normally,” is 
the oft-stated commission of the school health program. The concept 
of “integration” requires an enlargement of this statement to the point 
where the detail of it comes within the range and understanding of 
each member of the faculty. He will soon recognize that it is integra- 
tion the school must work for—not disintegration. It can be made clear 
that an adolescent with tuberculosis, a child with an inferiority feeling, 
a boy with marked facial acne, or a girl ignorant of the best practice in 
menstrual care cannot attain better than a partial integration, cannot 
reach fullest capacity until the distintegrating factors are removed. 
Life becomes a constant struggle between the forces which would tear 
apart and those which would hold together. Where does the school 
stand? On which side is “schooling”? Do children emerge from their 
twelve mandated years in school better or worse off personally? Suc- 
cessfully to integrate the child would require the school to examine 
its program, its personnel, its curriculum and make sure that “going 
to school” is an integrating and not a disintegrating experience. 

The process of helping an individual become integrated requires a 
description of the characteristics of the state of integration and then 
a union of all efforts to attain it. It means direction, a focus for effort, 
a “whole” toward which all parts can, and must, work. 


THE INTEGRATING EXPERIENCE 


How much of “going to school” is responsible for the current toll of 
personality problems and general ill health is not accurately known. 
When a child is sent off to school at the tender age of six he is poorly 
equipped to deal with the overwhelming experience which will come 
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to him. For five hours a day, five days a week, for thirty weeks a 
year, he will be exposed to the influence of teacher, classmates, ad- 
ministration, to curriculum, method, and environment. The experience 
is bound to leave its mark. We are all the victims or the beneficiaries 
of our school life. Schooling can be helpful or harmful, favor child 
development or retard it, be an integrating experience or frustrating, 

The curriculum which a child undertakes is, perhaps next to the 
teacher, the most important element in the school bearing upon child 
life. The experience of studying, of learning new things, of tackling 
hard problems, of responding to the pressures for advancement, can be 
made an integrating thing if the child’s interests and welfare come 
first. Perhaps the best description `of this application may be taken 
from Health Education.as follows: 


The curriculum should provide not only diversified experiences, but also 
unifying ones which integrate the individual, A person is not a composite 
of separate areas of functions, needs or interests. One area interrelates 
with other areas so that the person functions as a whole. The observation 
of a normal child indicates that his behavior is concentrated, purposeful 
and whole-hearted. When these qualities are not present, the person is 
seatter-brained, inconsistent in belief and action, and compartmentalizes 
belief and action. An extreme lack of integration gives rise to emotional 
instability and blocking, loss of orderly behavior and physical incapacity. 

The program of the school should, therefore, promote the development of 
a person who behaves consistently and orderly, is emotionally stable and 
who acts upon thinking, Integration is so much a unique quality of a person 
or a group of persons that it cannot be planned for in advance by inter- 
relating the various parts of the curriculum, such as relating one subject 
to another. Such an “integrated curriculum” reflects the integration of the 
person or persons who make it but just as likely as not, may tend to dis- 
Organize and upset the leamer, rather than contribute to his integration. 
The best which can be realized is regularly to provide enterprises for 
children which have an integrating influence upon their lives. Integrating 
enterprises may vary greatly from a dramatic performance to an extended 
trip, or to the making of a community health survey. 

The following criteria can be used to determine whether an enterprise 
has an integrating influence. It has integrating values if it, 

(1) requires an extended time from development to culmination, the 
amount depending upon the maturity of the children; 
(2) holds a high level of concern for the children and the staff; 
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(8) requires socialization: interaction among children; group partici- 
pation for planning, for outlining appropriate action and for making an 
evaluation; 

(4) utilizes for the most part skills already acquired by the children; 
does not involve for its success the acquisition of essential and new skills; 

(5) is scheduled so that large blocks of time can be devoted the 
enterprise; 

(6) is sustained by leadership and participation which give it direc- 
tion and maintain a high level of productivity; 

(7) possesses normative elements: opportunities for making choices, 
for weighing values, for calculating consequences, and for making judg- 
ments; 

(8) offers potentialities for spreading into other activities which chil- 
dren initiate or are carrying on at the time.® 


Certainly all teachers, particularly those of health education, should 
avoid teaching techniques and situations which thwart and disappoint, 
which produce insecurity and inferiority. The frustration attending the 
lecture because the student cannot “talk back,” the blind-alley type 
of discussion, or the debate in which there is neither understanding 
nor concession must be avoided, These are, in themselves, non-inte- 
grating experiences. The health lecture may fail completely not only 
of its own message but as a wholesome and integrating learning 
experience. 


INTEGRATION AND THE CURRICULUM 


When the integrating process is applied to the curriculum, to the 
organized study plans of the school, changes take place in the tradi- 
tional way of conducting the school day. Usually, two and sometimes 
more hours a day are reserved for the study of a particular and care- 
fully chosen theme, a large living project, an agreed-to problem or 
aspect of life. Sometimes, to make this time-block possible, the time 
given to some of the traditional and compartmentalized areas like 
science, health, social science, English, and others is shortened. i 

The knowledge from these different traditional areas is not dis- 

i i i i mmittee on Health Problems in 
Elec. a ee E aa American Medical Association, 
4th ed., 1948, p. 201. 
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carded; only the routine “one period a day for history, one for 
hygiene, one for biology” is changed. The knowledge from the field 
of hygiene, or history, or mathematics is brought to bear on the solu- 
tion of a large problem, or theme. This may take weeks or months to 
work through and may require three or four hours per day during 
which the leader or teacher may need assistance from other teachers 
whose specialized knowledge applies to the problem. 

Does this imply that the study of health or hygiene can be made 
without a special course for it? Can one learn anything about healthful 
living under the guise of studying the industrial revolution, for ex- 
ample? If there are not “subjects” to study, what are there? The best 
answer to these questions will be to set up several examples of such 
integrated studies, some carefully and formally planned, some in- 
formally marked out, some merely spontaneous—all of them, however, 
taken from real school situations. 


Examples of Integrated Units 


1. A fifth grade once spent a semester studying “The Pioneer.” Three 
hours each morning were spent in the process. They studied his life, 
his diseases and causes of death, his trails and geography, his govern- 
ment; they made a Conestoga wagon one-fourth scale; they sang his 
songs, danced his dances, played his games, and wore his clothes; 
they studied his life from every aspect and in so doing made innumer- 
able applications to contemporary life. They used the resources of 
library, shop, and laboratory. They learned of mathematics, engineer- 
ing, geography, hygiene, music, science, et al. They studied all of 
these thing and yet they studied none of them. They studied the 
pioneer. 

2. An eleventh grade chose to spend a year on “The Span of Human 
Life—its origins, developments, changes, and emphasis.” This required 
three weeks of planning before the first wheels turned. The sweep 
of man’s life was divided into the convenient periods of prenatal, 
infancy, childhood, adolescence, maturity, and senility. Committees 
were put to work studying these. The causes of sickness and death 
were explored, comparative life expectancies were gone into, and the 
actuarial problem became a fascinating study of the productive uses 
of mathematics. Factors influencing growth, growth spurts, relation 
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of physique to intellect, to attainment, and to personality were all 
explored with the aid of science teachers, the school physician, and 
nearby specialists. 

The project was alive with laboratory and experimental possibilities. 
The students did an inordinate amount of studying on the problems 
of human life and the interest throughout the year was at a high level. 
The amount of information acquired about human health was enor- 
mous, and if interested study predicts a transition to effective behavior 
then the results were gratifying. 

8. The following study of “Pioneers of the Stratosphere” is an exam- 
ple of a half-semester concentration requiring two hours per day 
and a leader who knows a great deal about the physical sciences. It 
is appropriate for any of the upper six years and, as reported by the 
teacher, was conducted as follows: 


The topic “Pioneers of the Stratosphere” was chosen because we are look- 
ing at air transportation more each day as a mode of travel. Every day the 
student sees huge planes flying through the air and he wonders about 
them. Aviation is an every-day problem which the child faces but seldom 
solves. The project was set up to give the student a better understanding 
of air travel from all its aspects. The historical, mathematical, scientific, 
psychological, physiological and futuristic aspects were studied. 

The project began with a study of the historical backgrond of the 
airplane. Diagrams of early planes were made and models constructed. 
The relationship between the designs of the first planes and the anatomy 
of birds was shown. After this part of the project was completed the 
students then planned and showed the development of planes since the 
Wright brothers made their first flight. The students studied why planes fly. 
The structure of the wings, their design in relation to speed and altitude, 
and the effect of retractable landing gears on speed were explored. As planes 
flew higher, research was necessary to find the effect of the stratosphere 
on man. The oxygen mask was developed. Studies were made on diet m its 
relationship to body pressure. It was found that stomach disorders often 
resulted in air sickness. Pressurized cabins were finally developed. All these 
factors were related to the health of the individual. A study was made of 
the diet of the people who fly today by commercial air-ways, and k 
functions during flight were studied. Organic disturbances due to bee 
changes in altitude were considered. The future of travel beyon = 
stratosphere offered an opportunity for research to try to determine wha 
part the rocket may play. 
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In order to make the project of most value it was necessary that a wide 
variety of opportunities be opened up for the students. If they were required 
to expend too much time on a particular phase the whole project might 
have lost its interest. The project was planned by the students in ten days 
and after this period each student knew exactly where he was to go from 
there. The project itself did not take more than forty-five days. Individual 
differences and special interests were considered but the responsibility 
of each individual to the group was well established in order to further 
the over-all purpose of the project. Papers and reports were studied for 
grammatical construction and correctness before they were submitted. 


From these three illustrations one can begin to see the shape of the 
kind of planning necessary to make these integrated study plans suc- 
cessful. Students and teachers together work on the plans, objectives 
are agreed to, a direction is set, work is accomplished. 

Four more illustrations will be useful: 

4. A learning unit on “Insurance, A Means of Security.” 


This learning unit was constructed for and by an eleventh-grade class. 
The class was composed of twenty-two boys and twenty-seven girls. The 
unit was carried out in full during their daily core meetings from one o’clock 
to three-thirty o’clock in the afternoon and whatever additional times were 
required to gain the fullest advantage of the unit purposes, 

The first week of class meetings was devoted to suggestions for unit 
subjects and the forming of committees on the subjects suggested. There 
were eight such studies proposed that found the interest and approval of 
the students. Thus, there were eight committees formed, each member of the 
committee having interest in the respective study, and work was started on 
the organization and outlining of the various studies for presentation to the 
rest of the class for the final selection of a class unit study. In addition, these 
committees outlined the tentative path that the class would follow if their 
subject were selected in the final analysis. 

The following two weeks were devoted to committee planning. The mem- 
bers of the class met in their committees every day during the core 
period to organize, inviestigate, plan, and outline the unit subjects. On 
the fifth day of the second week of committee planning all had completed 
their work on their subjects and the first was presented to the class. 

In the week to follow the remainder of the subjects were presented to the 
class. Each topic was thoroughly discussed by the class, By the end of the 
week the class was unified on their selection of the unit subject—INSUR- 
ANCE, A MEANS OF SECURITY. 
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The fifth week of class was spent making additions, subtractions, and 


reorganizations of the selected study outline, An extensive list of class pur- 
poses was prepared and the total unit outline was completed. Student inter- 
est was high, they were ready to go to work. The following major objectives 
were established: 


1I 


nD 


To meet the students’ needs for a better understanding of the part 
insurance plays in the individual, family, and community life of our 
society. 

To assist the student in his formation of definite attitudes in relationship 
to the need for insurance in America’s democratic way of living. 

To satisfy the interest of the students in their thirst for knowledge. 

To stimulate the seeking of answers to any and all problems concerning 
insurance and security for the population. 

For the students to make sound and stable evaluations of all findings in 
regard to social and economic standards. 

To apply the facts of this unit to personal insurance problems. 

To influence others through the students’ findings, learnings, and prac- 
tices. 


The following large problems were investigated by small groups and 


discussed in class: 


1. 


What degree of security can we achieve through insurance plans? 

Definitions of terms and presentation of tentative evidence on need for 

security in the family. 

What insurance needs are recognized? 

a, What amount of security does the family and home receive from 
hospital insurances? 

(1) How does hospitalization insurance function and what does it 
cover? Discussion on illnesses and accidents within the com- 
munity that necessitate hospitalization. 

(2) Relation of medical costs to other expenditures in the home. 

(3) Number of people that need hospitalization but are not finan- 
cially capable of having this medical attention. Could they be 
helped through hospitalization insurance? How would socialized 
medicine affect these people? 

(4) What is community reaction to hospitalization insurance? Atti- 
tudes of heads of families, hospital, management, medical 
societies. 

(5) Conclusions, 

b. What does accident and health insurance mean to our security? 


118 School Health Education 


(1) Understanding the coverage of accident and health insurance, 
Critical discussions of policy benefits. 

(2) Is there a need for accident and health insurance? Study of 
various hazardous community occupations. Number of working 
hours lost each year due to accident and health problems. What 
is the loss to industry? What is the loss to the working man? 
Number and types of accidents other than in industry resulting 
in loss of man-hours. 

c Will life insurance give my home security? 

(1) Whom does a life insurance policy protect? 

(2) What is the average life span of today’s American man and 
woman and how does it apply to life insurance? 

(3) What advances has modern medicine made to increase the 
average life span? 

(4) The effect of a lowered mortality rate upon life insurance 

d. In what way does liability insurance affect my economic and social 
security? The laws governing non-payments of damages from persons 
convicted. 

3. Study of present problems concerning insurance within our society and 
suggestions for possible relief of the problems. 
4. The final evaluation of the unit. 

a. How far have we come in achieving our objectives? 

b. What improvements can we make in our next unit to improve its 

content over the unit just completed? * 


5. A unit on the American Indian. 


The seventh grade core class in a school where I am teaching has dis- 
cussed various units to be used for a year’s period of study. The reasons for 
studying each unit were brought before the class by committees on each of 
the units. The committee working on the American Indian gave the follow- 
ing reasons why they thought the group should study that subject: 


Indians were here before Columbus landed. 

. We imitate Indians when we play. 

Some geographical names have Indian origins. 

Movies and history books show Indians as bad men. Is this true? 
Indians were good in athletics. 

We wear Indian jewelry and leather goods. 

We use Indian rugs and baskets in our homes. 


* Abridged from report prepared by Fred J. Kreutzfield, Plymouth, Ohio, High 
School, 1951. 
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8. Through our government we are supporting many of the Indians. 
9. Some of us may have Indian ancestry. 
10. Indians lived in our state. 
11. We use some of the Indian means of transportation. 
12. We follow customs today that have Indian origins. 
13. Adobe which was used in making Indian houses is used today on 
houses in the southwest. Indian architecture is also used. 


After thoroughly discussing each proposed unit, the class and teacher 
decided to study the American Indian, It was also agreed that the unit was 
broad enough to consume an entire half year of study. 

The first job of the group was to plan the unit. The topic was divided 
into three sections of study: (1) the Indian before the arrival of the white 
man; (2) the effect of the coming of the white man; and (8) the Indian 
today. These sections were further divided into parts for study, and com- 
mittees were formed to study each. The committees reported to the class 
information they had gathered. Members of the class could serve on any 
committee and more than one if they desired. New committees were con- 
stantly being formed as the need arose. 

All faculty members cooperated to the fullest extent with the study, some 
relating their special courses to the American Indian, and others coming into 
the core class when their knowledge and experience were needed. 

Field trips were planned and carried out when they were felt necessary. 
Evaluation of the field experience always took place afterwards. 

A. The Indian Before the Arrival of the White Man. 
1. How did the Indian get to our area of North America? 
a. Relation to any other people in world? 
b. Culture similar to any others? 
c. Physical characteristics? 
d. What, when, and where were the first evidences of the North 
American Indian? Excavations, writings, and paintings on rock? 
e. Do all Indians belong to the same family? 
Sources of information— 
(1) Historian 
(2) Archeologist 
(8) Books 
2, Location of Indian tribes in our country. 
a. Evidences of locations. 
b. Reasons for settling in certain area—climate, trade, transporta- 
tion. 
3. Indian homes. 
a. Types—wigwams, hogans, pueblos. 
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b. Relation to tribes. 

c. Relation of type of house to geographical location, 

d. Size—length, width, area. 

e. Building material. 

f. Evidences of Indian type architecture in our homes today. 
g. Ventilation. 

h. Sanitation. 

Transportation. 

a. Foot. 

b, c, ete. 


. Making a living. 


a. Agriculture—men’s or women’s job, food raised, implements 
used, plant diseases. 

b. Products made, etc., ete. 

The Indian at play. 

a. Dances, 

b. Games, ete. 

Teaching and learning. 

Tribal wars. 


. Dress. 
. Food and preparation. 
. Indian customs. 


a. Religious ceremonies—purpose, dances, custumes, songs, musical 
instruments. 

b. Ete. 

Indian diseases. 

a. Leading diseases of Indians—smallpox, leading cause of death, 
causes, treatment used as compared with treatment for those 
diseases today. 

b. Medical facilities, 

c. Witch doctors—compare with quack doctors today. 


. Art and literature, 


Communication, 
Trade. 
Indian behavior, 


B. Coming of the White Man. 


1 
2. 
3. 


Why were whites and Indians enemies? 
White-Indian wars. 

What did the white man give the Indian? 
a. Firearms. 

b. English language, 
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c. Diseases—smallpox and other epidemics; tuberculosis, sexual dis- 
eases, whiskey and attendant dissipation, removals from land, 
starvation and subjection to unaccustomed conditions, low vital- 
ity due to mental depression under misfortune. 

What did the Indian give to the white man? 

Famous Indians. 

Intermarriage of Indians and whites. 

U.S. Government Department of Indian Affairs. 

Indian trek west. 

Decreased population, 

Indian Today. 

Increasing population. 

a. Better medical facilities. 

b. Better educational opportunities, 

Indian reservations, 

Indian employment. 

Famous Indians of this era. 

National Indian monuments. 

Indian villages. 

Indian names familiar today.” 
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In the reproduction of this unit it has been necessary to omit prac- 
tically all of the material the group proposed to use as resources. 
Significantly, they had many suggestions about things to do, people to 
see, places to visit, and investigations to make to enrich this study 
of the Indian. 

6. The following illustration is not given in full. The material has 
been selected from an outline of a study unit on the steel industry for 
purposes of highlighting the opportunities within the unit for the 
study of health. 


The class, after hearing each committee report decided that their unit 
would be an inyestigation of the steel industry, The subject held a natural 
interest, for nearby was a large city containing many steel mills, also some 
of the students’ parents, relatives and friends were employed in the industry. 

The next step for class decision was to set up some specific objectives to 
guide them in their investigation. Following are a few of the students’ sug- 
gestions: 


5 Abridged from a report by Margaret Iden, University of California, Berkeley, 
California. 
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1. To become acquainted with the various positions in the steel mill and 
the opportunities associated with this type of work. 

2. To obtain information as to the process of making steel. 

8. To secure a knowledge of the development and history of the steel 
industry. 

4. To understand the principles of tonnage, percentage of raw materials 
used in the steel making process, bonuses, pay rates, shipping costs and 
freight rates. 

5. To investigate the recreational opportunities afforded to the employ- 

ees. 

To obtain information about the cafeteria and the type of meals usually 

served. 

7. To study about their emergency care program. 

8. To investigate the organization and function of the union. 

9. To determinate what type of insurance is provided for the workers. 

0 

1 
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10. To investigate the causes of so many accidents, 
11. To obtain information relative to their safety rules and regulations. 

The committee directed to deal with the many health implications of the 
industry decided to begin its work with an investigation of accidents oc- 
curring in a mill. They obtained material from insurance companies and other 
sources which calculated the statistics dealing with the type, cause and num- 
ber of injuries incurred by steel mill employees. They noted these statistics 
computed on a nation-wide scale and then took a trip to a mill where they 
studied the accident statistics from the mill’s records. 

Several lectures were given by the mill personnel, such as the safety 
director and the first aid team, films were viewed, and cause and prevention 
of accidents was dealt with in detail. They visited the mill dispensary where 
minor injuries were treated by the mill’s doctor or nurse; then observed the 
facilities and equipment; listened to the nurse and doctor lecture relative to 
the many aspects of their positions; witnessed a demonstration performed 
by one of the mill’s first aid teams; and later these same men gave an inter- 
esting discussion of actual emergencies in which they were called upon to 
administer first aid. As a sidelight the first aid team presented a description 
of an accident and then questioned the group to determine just what they 
would have done in that particular emergency. 

Following this an investigation was made into the medical care program 
for the workers. Compensation was investigated as well as insurance for 
hospital care and benefits. A visit was made to one of the hospital wards 
where they. saw actual cases of those benefiting from the insurance program. 
They studied the advantages and disadvantages of all types of health in- 
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surance, and even discussed economic conditions of the home resulting from 
injuries that disabled the mill workers. 

It was noticed in one of their visits to the mill that many of the workers 
took small white pills with regularity. This led to a discussion about salt 
tablets and the body demand for salt. Clarification of this question led to 
study of the anatomy and physiology of the body in respect to better explain- 
ing the body’s need for salt. They studied about heat exhaustion, ‘its treat- 
ment, prevention and symptoms. Burns were discussed, their degree of 
severity and treatment, which led to a further discussion relative to tissue 
growth, skin grafting and composition of the skin. 

After noticing the large amount of dust in the air and the amount which 
collected on the worker's clothes the question of whether or not this dust 
would injure the worker's lungs was brought up. Breathing was discussed 
and it was found that the nose acted as a filter and passage-way to the lungs. 
Here the class touched on anatomy to discover this passage-way, its structure 
and function. The lungs were then studied relative to structure and function 
and it was decided that the dust itself would not be directly injurious to the 
lungs, but there was an indirect possibility it might be. Diseases of the lungs 
were studied briefly or thoroughly as indicated by their relation to the central 
study of the steel mill. Silicosis, however, was one condition which seemed 
pertinent enough to warrant a thorough investigation. . . Md 


7. There have been many excellent study units developed by work- 
shop groups devoting considerable time to a complete exploration of 
one theme. An example is found in a mimeographed document? en- 
titled “Science: Servant or Master?” and prepared with the counsel 
of Dr. Harold B. Alberty, Professor of Education at The Ohio State 
University. Obviously the entire project cannot be reproduced here 
but enough of it will be given to show rather clearly the essential 
parts of the unit, its manner of construction, and some of its involve- 
ments of health material. 


The Major Purposes of the Unit 


1. To help the student to understand the meaning and significance of the 
scientific method in solving problems of human concern. 
€J. Brian McCall, Cathedral Latin Hi School, Cleveland, Ohio. 
if oer Servant or Master? A pe Unit for Teachers,” The Ohio State 
University, 1946. Mimeographed. For a complete discussion of the resource unit 
technique, see Harold Alberty, Reorganizing the High School Curriculum, The 
Macmillan Company, 1947, chaps. 9, 10, 11. 
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. To develop in the student an appreciation of the scientific attitude and an 
ability and desire to use the scientific method in its generalized form 
(i.e., reflective thinking) in solving his problems. 

8. To help the student to understand the problems which have arisen in 
all areas of living because of the growth of technology, e.g., health, 
social-economic life, morals and ethics, and on his own level to help 
solve these problems. 

4. To help the student to realize the dangers of both utilizing the fruits 
of scientific achievement for destructive ends and the possibilities of 
utilizing them for the advancement of human living. 

5. To help the student to develop consistent attitudes toward the problem 
of applying science to living. 

6. To help the student to see the connection between the method of science 

and the method of democracy. 


bo 


Alberty’s group then devotes its Section 10 to a development of the 
meaning of science. With a good bibliography and ample footnotes, it 
presents its discussion by defining science, showing its evolution, pre- 
senting the differences between pure and applied science, showing 
the method of science, and applying the scientific method to con- 
temporary problems. 

In Chapter V, “The Scope of the Unit,” there is a cogent discussion 
of the impact of technology and the scientific method on 


A. Social living 

B. Economic living 

C. Religion, ethics, and morals 
D. Healthful living. 


In this last section will be found most of the material which health 
educators look for when they seek to determine how their area is 
faring in an integration plan. In this instance health and hygiene fare 
rather well and only limitations of space prevent the illustration here 
of that fact. The following excerpts will, however, give a fair impres- 
sion of how the area is handled; 


V. D. Science and Healthful Living. 

Introduction. Early man lived in uncertainty and fear. His world was 
mysterious. Nature seemed unpredictable and undependable. Storms, famine, 
sickness, and death made him afraid. For these disasters, he blamed evil 
spitits and unfriendly gods, Sunshine, plentiful food, and health made him 
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happy, and for these he thanked good spirits and friendly gods. The early 
Greeks were the first to break away from such superstitions. They began to 
ask the “why” and “how” of such things. Believing that nature was orderly, 
they tried to develop a new method of understanding her ways. 

The rapid progress made in discoveries and inventions in the nineteenth 
and twentieth centuries would not have been possible if the early scientists 
had not prepared the way. The magnifying lens, for example, has helped 
us better to understand the nature of all living and non-living things, and 
has brought to our knowledge the existence of a world of microscopic 
life unseen by the naked eye. This invention has had a profound effect 
upon the study of disease. Without our many inventions and discoveries 
we should still be living among the discomforts of the Dark Ages. With 
them, we have effective weapons for fighting disease and death. . . . 

In spite of the advancement of science in the area of health, many prob- 
lems need to be solved before optimal health may become a reality in 
America. 

Problems and statements of position. First of all, there is a problem of 
the applicability of scientific method to the solution of all problems of health. 
There seems to be no opposition to the application of science to the im- 
provement of livestock and plants, and great strides have been made in 
this direction, but when it is proposed that similar methods be utilized for 
improving human beings, many groups, particularly in the religious field, 
enter objections, The application of technology of birth control, eugenics, 
sterilization of the unfit, and the like, are held to be contrary to the laws of 
God. These groups resist any attempt to interfere with “natural” processes. 
Thus there develop rival hypotheses which need to be carefully examined 
in the light of the supporting evidence. These conflicting positions may be 
stated as follows: 

1. The scientific knowledge and techniques which have proved to be effec- 
tive in improving plant and animal life should be applied without limit to 
the problem of improving the human race. 

2. There are “higher laws” which control the processes of human repro- 
duction, and the improvement of the human species, and these must not be 
violated. Science may be applied up to the point where it interferes with 
these “higher laws,” but beyond that point it must not go. 

Somewhat related to the above problem is the question of the extent to 
which science should be applied to the healing of disease. . . - 

A third problem has to do with the issue as to the extent to which health- 
ful living for all citizens should be regarded as a public function. This is 
one of the most important problems confronting the American people today. 
Like the issues discussed above, there are widely differing positions bearing 
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on this problem, The groups advocating each of these are made up of 
honest and sincere people who believe that they have the solution of the 
problem. 


VI. Activities for Growps and Individuals 


The following list of activities is designed to suggest to the teacher the 
wide variety of possibilities for making the learning unit interesting and 
worthwhile. Most of them are addressed to the teacher rather than to the 
student. This does not mean, however, that they are to be assigned in an 
arbitrary manner. Rather they should be discussed by the class to discover 
whether or not they meet the needs of the group. The resourceful teacher 
will think of many other types of activities, and students are bound to have 
many other fruitful suggestions. Out of teacher-student planning should 
come an initial selection of activities which may be supplemented as the 
unit progresses. 

No attempt has been made to classify the activities as to the appropriate 
Sequence in the development of the unit. This is a matter that can best 
be worked out in the local situation. It will be noted that many of the 
activities involve areas such as social living, economic living, health, and 
morals and ethics, It will be noted too that there is abundant opportunity to 
utilize material from fields such as science, social studies, language and 
literature, mathematics and the arts. The organization of the curriculum 
in the school in which the unit is to be used will determine the areas which 
should be drawn upon. The idea, of course, is to utilize all areas that are 
pertinent to the problems that are being studied. 

1. If a group is particularly interested the members might make a list 
of the commercials that are heard time and again over the air. These might 
be analyzed as to their scientific truth and the findings could be presented 
to the class... . 

11. As an outgrowth of the study of recreational activities a discussion 
of hobbies based on some scientific principle or on the scientific method 
might develop. Students working on this might explain and show their 
personal hobbies to the class. . . , 

19. The destructive usages of science in our daily lives might be studied. 
The class may, through reading and exchanging ideas, list the ways science 
has brought disaster, sorrow, and destruction to mankind. Possibly a group 
will be interested in making a mural or a frieze that depicts the way 
science has progressed in militaristic weapons starting with a sling shot 
or bow and arrow up to our modem war machines. The class could ‘study 


and then discuss the questions—“War has always been inseparable from 


science,” or “There is a relationship between the frequency of wars 
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and the rise of science.” A group of students might find it interesting 
to make a scrap book on the way science is used to destroy or retard 
civilization. . . . 

27. Many are aware of the present plight of American housing. It might 
be suggested to the class that there are real obstacles to any improvement. 
It seems that there are three tantalizing questions which need special treat- 
ment. (1) Redevelopment of slum areas, (2) Government assistance for 
the lowest income families, (3) The advisability of home ownership. Some- 
one may wish to take one or more of the tantalizing questions involved 
in the problem and try to discover a solution. Scenes from Slum Land before 
and after in sketch, story, or play might result from this work. . . . 

56. The students are quite likely to be interested in the superstitions 
held by members of the class. A survey of these might be made and some 
attempt to discover their origin might be of concer to the committee. 
These superstitions could be set up and examined just as the scientist tests 
his tentative conclusions. Some attempt to get pupils to examine their 
reasons for their superstitions might come about through examining stories 
like the following. A young lady named Susie Q. always kept a good-luck 
charm in her automobile, But Susie Q. also took out insurance on the auto- 
mobile. A committee or even the entire class might make a collection of 
stories similar to this and the following classification might be developed: 
(1) Common superstitions, (2) Rare or unusual superstitions that have 
their origin almost completely lost in antiquity, (3) Regional superstitions, 
(4) The farmer's superstitions, (5) Primitive superstitions. . . . 

59. Some group in the class may be much interested in the broad health 
program that is being considered as socialized medicine. A thorough study 
of the plan might be made and the definition of the term, “socialized, 
clearly stated for the class. A critical examination of all phases of the plan 
should be critically made by the group as it works so that when it presents 
its findings to the class both weaknesses and strengths would be pointed 
out. Countries that have tried socialized medicine or industrial concerns 
that have operated in part in this plan should be noted and the success 
or failures studied. Probably any group will be divided on this issue. The 
main purpose of an activity of this nature is to help get the facts before 
people for examination. Free and unhampered discussion on all phases 
should follow with no right answer in the minds of either the teacher or the 
group as the final answer for the whole class to accept. .. . i 

63, A study of the life and work of Pasteur and how he finished a piece 
of work and went on to the next, how he worked, and what tangible results 
he had to show for his work might help to give a student some insight 
into the scientific method of work. 
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64, The class might make a survey of the health facilities which are 
found in the community, the services rendered, number of people served. 
Some questions concerning how these agencies operate, who supports them, 
and how effective these agencies are in improving health in the com- 
munity might be studied. Representatives of the various agencies might be 
invited to talk and questions which concern the group might be presented 
to the speakers. . . . 

75. It might be suggested to the group that well informed people see 
many changes ahead in the way we live and in our attitudes toward 
recreation, education, health, religious activity, use of language, family life 
and even in our thinking. These changes grow out of developments in 
air transportation, it is thought. This provides basic material for many 
investigations. If the group is divided in its thinking (as is quite likely) 
on this hypothesis, issues might be set up and round table discussions or 
panel discussions developed. A group should summarize its findings and 
suggest some action which the class might consider in the light of their 
acceptance of conclusions. . . . 


Steps in the Development of Such Units 


To develop such units and to alter the traditional curriculum in 
order to include them requires time, patience, a codperative faculty, 
teachers and students willing and able to plan together, ample re- 
sources and freedom to use them, and a lively imagination and en- 
thusiasm on the part of the teacher in charge. If such unit or “core” 
plans have never been used in the school before, care must be exer- 
cised to orient the students to the purposes and nature of the approach 
so they will be sympathetic to it. 

The following steps are usually taken 8 in the development of inte- 
grated study units: 

1. A period of orientation of new personnel with the nature and 
course of the project is undertaken. 

2. A discussion of criteria by which the final selection of the study 
unit will be made is held. The class will not want to select units willy- 
nilly. Such guides as these should be considered: 

Definite criteria for unit selection should be discussed, presented, 
and then practiced. Facts or problems like the following should be 
considered: 


5 Much of this has been adapted from “Science: Servant or Master?” 
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Does the unit involve the common interests of all? 

Is the problem broad and important? 

Will it make a contribution to the basic purposes of the school? 
How much time does it require? 

Will it be a continuous experience? 

Will it require specialized laboratory equipment? 

Does it require specific skills? 

Are these resources available? 


3. The class will have many suggestions of seemingly worth-while 
problems for the year’s (or half-year’s) work. Freedom should be al- 
lowed all to propose problems for study, 

4, After all suggestions have been received the class should then 
begin the process of elimination and combining until some six or eight 
of the most promising ones are left. 

5. The class should then be organized to investigate these promising 
ones. Voluntary committees can be selected to present the virtue and 
nature of the experience which would be had if this one or that one 
were selected. These preliminary investigations are exploratory only 
and are for the purpose of revealing to the class what they would be 
in for in connection with each of the promising problems. 

6. Eventually (after ample time has been given to consider the 
various proposals) the class will select one (which might have been 
unique originally, or it might be the result of a combination of two or 
more of the originals). This selection must be arrived at democratically 
and not as the result of a pressure group’s arguing for its favorite 
project. The one selected should be selected on the basis of merit, 
interest, and potential contribution to the educational growth of stu- 
dents and in full light of the criteria previously agreed to. 

7. After the selection has been made the class then goes back, and 
with the preliminary prospectus at hand, amplifies its approach to the 
problem, making all plans for work upon it. This is a critical stage. 
Teacher and class together must work out the scope of the problem 
and their attack upon it. Things to be done, resources to be tapped, 
experiments to make, literature to use, analyses to be made, issues to 
be explored—all these things need to be sketched out at this point. 

“Group planning is an essential element in democratic living and 
at this time progress is likely to be slow. Teachers may think that time 
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is being wasted, that the class is not getting any place and become 
impatient and so, hurriedly accept assumptions, values, issues, and 
problems that are not part of the unit or are . . . of minor importance 
or irrelevant.” 

8. Eventually the unit will be sketched out in detail sufficient to 
have work begun upon it. Students will be ready to make choices of 
individual or small group assignments and all-class activities will have 
emerged. Such assignments should be agreed to and work begun with- 
out further ado. Important at this point would be the formation of a 
tentative time schedule for the work to be accomplished. Such a sched- 
ule should include the sequence of development of the study, the 
tentative assignment of reporting dates for committees, field trips, 
special events, class group work and study. 

9. The students now proceed to go to work. Each knows what he 
is to do either individually or with his group. If a high quality of 
thorough work is not required of each student the value of the study 
will be lost and the teacher might as well revert to the old page-by- 
page assignment method. Students should be expected to be thorough, 
careful, and diligent and to make their reports (written or oral) meet 
high standards in content and composition. 

10. There is a continuous flow from the preceding step (9) to this 
one: work in class. Study and reports, field experiences and the use 
of resource people flow together as the unfolding plan requires. This 
is the crux of the study. What the students “get out of” the unit is 
determined by the quality of work reported back to the class for 
discussion and evaluation. “During this phase of the unit there will 
be much class discussion and many reports of progress of individuals 
and groups. The teacher will need to plan with the class for sufficient 
all-group activities to protect the unit of the enterprise,” 

11. Plans are made for closing the unit. “As the solution of problems 
begins to take shape, statements are clarified, ideas are refined, and 
certain behavior changes appear, the teacher discerns that it is time to 
consider with the class the plan for closing the unit. A new period of 
planning begins and, as in the initiatory phase, it should be a teacher- 
class planning period. Evaluation, although a continuous process, is 
exceedingly important at this time for new students are in the stage 
of sizing up their own work and the work of other individuals, and 
groups, and of selecting the culminating activities.” 
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12. “In order to make the learning experiences more effective and 
permanent, culminating and evaluating activities should be planned. 
The type of culmination should depend on the nature of the unit, the 
needs of the class, and the facilities and time for engaging in the 
activity. Worthwhile activities in bringing the unit to a close will give 
the students a sense of satisfaction and a feeling of completeness. 
Good culminating activities will provide further opportunities for the 
student to express himself through music, art, dramatics, writing, and 
other creative work of various types. . . . 

“Culminating activities ate of two kinds: one is the reporting, discus- 
sion, and arriving at group and individual attitudes, appreciations, and 
viewpoints in the classroom; the other one is the type of activity 
which calls for a reorganization of learning experiences around a 
central theme or several central but related themes.” 

Such activities “bring to a head” the preceding weeks of work. 

13. A summary is made and conclusions are stated. It is frequently 
helpful and illuminating to bring together at the end of the study 
statements, oral or written, which describe the highlights of the work: 
conclusions reached, issues explored, significant knowledge acquired, 
experiences undertaken. 

14. “A final evaluation period after the culminating activity is com- 
pleted should round out the continuous evaluation that has occurred 
throughout the unit... .” 

With these steps in view the teacher and class can proceed to the 
development of units of work. 

This resource unit on “Science: Servant or Master?” has been pre- 
sented in detail because it is a workable and accomplished unit. It 
presents ample opportunities for learning a great deal about healthful 
living and, as in so many of such units, the learning goes on in a mean- 
ingful and interesting setting. Sol 

The possibilities for unit titles or themes are virtually unlimited. 
Literally scores of themes have been developed in schools committed 
to some form of integrating process within the curriculum, and, de- 
pending upon the nature of the theme and the imagination of teacher 
and students, health information may be acquired and health behavior 
developed from all of them. Among hundreds of available themes here 


° For fuller discussion of techniques of unit construction with appro riate illus- 
trations the reader is referred to the selected bibliography at the end of this chapter. 
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are a dozen, in addition to the seven already presented, which are 
usable: 

. Healing Through the Ages 

. Contemporary Healing Systems 

. Superstitions and Fallacious Beliefs 

. Heredity as a Factor in Success 

. Home and Community Hazards to Life 

. A Farm 

. The Automobile Industry 

. The Vegetable Gardening and Distribution Industry 
. The Sea and Its Relation to Man 

. The Panama Canal: Its Building and Usage 

11. Great Personalities in Science 

12. The Control of Infective Organisms 


SLEPNOUNh WDE 
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“Integration,” thus applied, becomes a process rather than a thing. 
It is a means of organizing learning. It is a means of bringing some 
of the great lessons of science, of health and hygiene, into the con- 
sciousness and behavior of growing students. It is not a “cause,” some- 
thing to be “for or against” or to be “believed in.” It is a method, and 
a good one, of accomplishing learning. It is not restricted to uses in 
“progressive schools” alone, It appears in some very “traditional” 
schools and may appear quite within the boundaries of a subject 
curriculum, It has a wide range of application. For example: 

l. In a subject-centered curriculum the teacher of chemistry may 
center attention for weeks on the use of plastics, or new developments 
in housing. The teacher of physics might spend a term on atomic 
energy including, of course, atomic energy and the healing arts. 

2. In less rigid curriculum arrangements involving associated areas 
like the social or the physical sciences, units can be developed on 
projects or themes which would be of interest. These would cut across 
all associated areas and require joint planning and execution. 

8. Or, in curriculums organized around a required “core,” such a 
unit or units become an important part of the year’s work, 


The Development of Resource U nits and Their Use 


Naturally, the school health educator is interested in the amount of 
understanding of health matters which can be developed from such 
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integrating studies. As indicated earlier, the amount of material from 
hygiene and its related fields varies with the unit and with the teacher’s 
skill and imagination. Teachers unprepared in hygiene will be less 
likely to give a full treatment to the possibilities for learning about 
health inherent in the unit. For that reason particularly many health 
educators prefer a separate course or a specific opportunity to teach 
health in order to cover the wide variety of informational needs ex- 
hibited by students at any age. 
Where such integrated plans exist the health educator should: 


1. Make available to core or area teachers suggestions for problems 
rich in health material. 

2. Assist all area and core teachers with the discovery of resources for 
data on the problem. 

3. Suggest a wide variety of student activities of interest to the solu- 
tion of the problem. 

4. Arrange, if invited to do so, to bring resource people or parapher- 
nalia to the school. 

5. Be available himself for group leadership in the exploration of 
phases of the problem. 

6. Assist when desirable with the development of the unit. 


The health educator can be even more helpful if he will prepare in 
writing some material for the core teacher. This might be in the form 
of a resource unit complete with problems to be studied, resources 
including bibliographies for both teacher and students, and suggestions 
for activities. The following shows how such resource material might 
be presented: 

A. A unit for a tenth-grade core class: 


The tenth grade Core Group has selected a unit concerning: “Problems 
of Living in the Air Age.” $ 
As a health education instructor I will take this opportunity to present 
to them some source material to aid them in the area of: “Problems of 
Health in an Air Age.” 
This resource material will be in the form of: 
1. Suggested Problems 
2. Resource Readings 
8. Suggested Activities 
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1. Suggested Problems: 


a. How can the spread of disease be prevented with the greatly in- 
creased air travel? 

b. How can we bring about more health education here and abroad 
through clinics, lectures, films, public health services, etc.? 

c. What are some present international efforts to strike disease at its 
source? 

d. Discover how and why diseases spread to other populations and what 
and are some of the possibilities for prevention of this danger. 

e. Study the costs in prevention and cure of disease on an interna- 
tional level. 

f. Why is education and immunization of air travelers, especially air 
pilots, so important? 

g- What effect will the air age have on the mental and emotional health 
of the people? 

h. What dangers await these air travelers in their journeys through the 
atmosphere? 


2. Resource Readings: 


Armstrong, H. G. Principles and Practice of Aviation Medicine, Balti- 
more, The Williams and Wilkins Co., 1939. 

Grow, M. C., and Armstrong, H. G. Fit to Fly: A Medical Handbook 
for Fliers, New York, Appelton-Century Co., Inc., 1941. 

Haggard, H. W. The Science of Health and Disease, New York, Harper & 
Brothers, 1938, 

Kafka, M. Martyn. Flying Health, Harrisburg, Pa., Military Service 
Publications Co., 1942. 

Van Liere, E. J. Anoxia: Its Effects on the Body, Chicago, University of 
Chicago Press, 1942. 

Ward, Harold. New Worlds in Science—An Anthology, New York, 
Robert M. McBride & Co., 1941, 


8. Suggested Activities: 


1. Use a globe to demonstrate existing airplane travel routes around the ' 
world. Point out the possibility that tsetse flies could be carried to 
South America or North America and that infested rat fleas could be 
brought from the Orient. Also point out where and why bubonic 
plague is a menace. 


2. Discover how lice are related to the transmission of typhus fever. 


N 
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Show how rapid air travel might be responsible for rapid spreading 

of the disease. 

Discover what precautions are used to prevent infested mosquitoes 

from traveling from one country to another in airplanes. Discover 

what diseases are carried by mosquitoes. 

Discover why pilots must have excellent muscular coordination. 

Discover why an efficient circulatory system is a requisite of a good 

pilot. 

Find out why an airplane pilot must have perfect vision and other 

sensory perceptions. 

Discuss the training program of an air cadet. 

(In these activities not only must the reading references be used but 
use must also be made of all the various community and even gov- 
ernment sources of information.) 


For Example: 


There should be men who have done flying available in the com- 
munty and even young men who are in or have gone through the 
Naval or Army Air Cadet Training Program. 

Likewise, are there many helpful materials available at airports and 
issued by various government agencies that can be of great help in 
this area. 


B. This unit was prepared for a core class studying the steel in- 
dustry: 


Some Questions Which Might Be Asked 


What are some diseases which are prevalent among steel workers? 
What is the biggest cause of accidents in the steel industry? 
Does the geographic location of most plants affect the health? 
What has been done by the steel industry to reduce hazards? 

Is silicosis dangerous to the health? 


. What are some safety factors which will reduce the incidence of 


silicosis? f 
What are some of the main occupational hazards in the making of steel? 


. Has the government done anything toward improving the health of 


steel workers? 


. Is good medical supervision available to steel workers? 
10. 


10 Prepared by Phillip Hess from material developed by H. B. Alberty, 


Does working under extreme heat affect the health? 
1951. 
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11. Does the melting of steel and iron ore produce any toxic gases which 
might be bad for the health of the steel worker? 

12. Is the wearing of safety clothing such as goggles, shoes, helmets, etc., 
required by the steel industry? 

13. Do the steel companies have their own safety departments or does the 
government do all that sort of thing? 


Some Films Which Might Be Useful 


1. Occupational Hazards in U.S. Steel. Available for free use by sending 
to the U.S, Steel Corporation Public Relations Department, Pittsburgh, 
Pennsylvania. 

2. Medical Care in Industrial Establishments. Available for free use by 
writing to the National Safety Council, Park Avenue, New York, New 
York. 

8. Stop Silicosis. Ohio State Department of Education Film Library, Colum- 
bus, Ohio. Free. 

4. Health and Recreation, Ohio State Department of Education Film 
Library, Columbus, Ohio. Free. 


Some Valuable References in Health in the Steel Industry 


1. Watkins, J. A. Health Conservation in the Steel Mills, U.S. Public Health 
Service, 1951. 

2. U.S. Bureau of Steel. Health and Safety of Steel Workers, Washington, 
1951. 

3. Industrial Health Series, Metropolitan Life Insurance Co., New York, 
1949. 

4, Klemm, Margaret C. Industrial Health and Medical Progress, Public 
Health Service, Division of Industrial Hygiene, 1951. 

5. Industrial Hygiene for the Steel Mills, U.S. Bureau of Mines, Washing- 
ton, 1946. 

6. Occupational Hazards Eliminated, Occupational Hazards, Inc., Cleve- 
land, Ohio, 1950.12 


Integration and the Separate Course 


If a separate course for health instruction is established, then the 
better health teachers proceed to the organization of integrated proj- 
ects within the course itself. This method also holds great promise of 


11 Prepared by Theodore Barclay, 1951. 
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improving the quality of learning about hygiene. Projects developed 
within the course itself, in which ideas, resources, and evidence are 
mobilized around a “whole,” a theme or a problem, have the advan- 
tage of being meaningful, understandable, and integrated. There are 
many such problems now in use among which the following are good 
examples: 


1. A Study of Marriage and Divorce 
2. The Healing Arts and Frauds 

8. Feeding the Nation 

4. International Disease Control 

5. Organization of the Community for Health 
6. Current Issues in Medical Care 

7. The Control of Traffic 

8. The Care and Distribution of Food 
9. Health Insurance Plans 

10. Local Problems of Disease Control 
11. Food Adulteration 

12. Dates and Dating 

13. The Origins of Life 

14, An Evaluation of Health Advertising 


The development of such units of work follows the same steps as 
outlined for the core type of curriculum on page 128, The hygiene or 
health instructor has precisely the same ends in view, namely, to guide 
the students in an undertaking of the study of a large problem and to 
make the study as rich as possible. Applying the process of integration 
to the separate course in health requires a sense for problems, or 
ability to develop with the class the various aspects of the problem 
and a capacity to resist chopping the course up into small fragments 
of anatomy and physiology for purposes of teaching these facts alone. 
One must resist the temptation to jump from unit to unit week by 
week in order “to cover the ground.” If the class should choose to 
study, for example, “Current Issues in Medical Care” this could not 
be disposed of in a couple of days. It would have to be treated as a 
core project and several weeks of work would be involved in its 
planning and execution. Thus, the leaming about health problems 
would be thoroughly accomplished with some problems being given 
careful attention. This would, of course, be thought by some to be a 
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disadvantage if time is limited or if only one semester in six years can 
be given to a study of healthful living. 


INTEGRATING THE PROGRAM 


If the extension of democracy is one of the goals of education, the 
school itself must be a democratic place in which to work and live. If 
health is a goal, all the influences within the school must lead toward 
and not away from the health of a child. Integrating the school health 
program means that all personnel, all programs of study, all environ- 
mental influences, all health activities performed contribute skillfully 
and in coérdination to the best interests of the child. An integrated 
health program, then, is one in which the physicians, nurses, teachers, 
administrators, parents, and public all codrdinate their efforts to secure 
effective results in student health. None may retard the effort. All must 
agree on policy and program and then in coöperation and codrdination 
work toward the common end. In the perfectly integrated health 
program there would be no safety hazards in the shop, no unguarded 
traffic corners, no unclean locker Tooms, no neurotic teachers to influ- 
ence susceptible youngsters, and no lack of nursing and medical 
service. There would be a well-developed disease control program. 
A group of stable and healthy teachers would be working with the 
students, The classrooms would be clean, well lighted and ventilated. 


students. A well-integrated Program would involve everybody, and 
every influence within the entire school would have to measure up to 
a high standard in its effect upon the lives of children. 


Requisites to Attainment 


: Such a completely developed program as would be presented by 
integration in the perfect sense would require four major develop- 
ments, each related to and interdependent with the others: 


importance of the welfare of children to be willing to conduct their 
Program in relation to child health, 


2. 


3. 
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A program of instruction which provides knowledge and experience 
in healthful living. 

A program of health activities and supervision aiming to do those 
things necessary to attain the objectives in child health agreed to 
by the faculty as they seek integration in the individual child. 

A school-community relationship which (a) familiarizes the public 
with the health problems within the school, (b) develops effective 
teacher-parent relationships, (c) takes the children into the com- 
munity for a study of health problems, and (d) utilizes to the fullest 
the professional health personnel of the community. 


Administration 


A program of this kind does not spring up overnight nor does it 


function without careful planning and determined effort. Many people 
are involved. Considerable work is entailed. Cross-purposes may 
develop. The administrative direction needs to be firm, thoughtful, 
and persistent. The following administrative arrangements have been 
found desirable in the development of a completely integrated health 
program: 


L 
2. 


The establishment of a school-community health council.’ 

The election of a chairman of the council who will serve as the 
operating agent in securing the effective development of a health 
program in the school. 

The operation of a series of committees with faculty, student, and 
public personnel to study and analyze the health conditions and 
program and recommend improvements to appropriate authorities. 
An effective program of environmental control so that traffic, ven- 
tilation, custodial service, sanitation, nutritional services, class 
schedules, play fields, and other elements influence favorably rather 
than unfavorably the health of students. REN 
Employment where possible of physicians, nurses, psychiatrists, 
dentists, and other specialized personnel to make their necessary 
contributions to the development of the child as described in the 


objectives. 


12 See Chapter 16 for an extended discussion of the organization and functions of 


such a council. 


¥ 
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6. A program of physical education 


based upon individual differences 


and providing a program not only for the normal or typical child 
but also for the handicapped and atypical. 

7. The installation of modern, sanitary, scientific, and useful school 
equipment in classrooms, laboratories, and offices. 


It is evident that a fully developed, well-integrated school health 
program is a complex thing. Many persons are included and they must 
work harmoniously toward a common end, Many things need to be 
done. Many functions on and beyond the traditional classroom pro- 
cedures must be instituted. The entire school atmosphere must be 


charged with the importance of att: 
for each individual child. The conce 
education is the most promising of 


aining the agreed-upon objectives 


pt of integration applied to health 
the three existing patterns—direct 


teaching, correlation, and integration—from the standpoint of getting 
the complete job done. Only with integrated instruction and integrated 
programs can good health permeate the program entirely. Children 
can reap the best harvest from their educational opportunities only 


when every phase and facet of their 


student emerges with as well-integrated a personal development as 
the influence of the school can make possible, 
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Course Organization 


ERE are some problems of organization common to all three 
patterns of health instruction. Whether the study of health is 
offered students in a specific course, or hy correlation with other 
areas, or through an integrated plan, certain decisions have to be made 
concerning the organization of the material to be used. 

The principal problem in course construction is to know what ma- 
terial to select and to whom to teach it. There is much more material 
to be taught about human health than ever can be placed in the 
modern school curriculum. The storehouse of scientific information and 
of social problems is full and overflowing with teachable material only 
a fraction of which can ever find its way into the school and college 
experience of a student. The need is to select the most important, most 
useful, and most interesting problems for the age group being taught. 

Furthermore, considerable boredom and wastage result when stu- 
dents are asked to learn material which they covered long ago, studied 
perhaps in another grade. The timing can be so faulty as to cause the 
material to be overly simple and repetitious, or so far “over their heads” 
that little understanding develops. To select and place material in a 
course of study so that it coincides with student readiness to receive 
at is a complex problem. 

» Some repetition, for instance, is desirable. It is implausible to believe 
` that one can learn all there is to know about nutrition in one semester 
| and need never reopen the study at a later year. No student can ever 
be taught all he needs to know about sex and social relationships in 
‘the tenth grade and have it safely assumed that he is then equipped 
toianswer all problems the rest of his life. Health problems in life keep 
Te-occurring, perhaps in a different form, perhaps with different in- 
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tensities or meanings. They are continuous, furthermore; the child of 
ten or the adult of eighty has problems which are important to the 
age and need to be met. It is erroneous to assume that, having received 
a good one-semester course in the physiology of the human body in the 
ninth grade, students will thereafter be prepared to solve all their 
problems of normal and abnormal function even as much as a year 
later. 

The course-of-study maker must realize he has to undertake two 
processes at the same time, to wit: he not only must choose new 
material to be introduced at the right time but also must skillfully 
handle repetitive material, expecting and getting a higher standard of 
performance from the older students. 

The existence of the three patterns of health instruction—direct 
teaching, integration, and correlation—has further complicated course- 
of-study construction. A problem like medical care might be planned 
by the health teacher as something of interest to the eleventh grade 
in the special course in hygiene, whereas the social science teacher 
anxious to use the subject in a study of current social problems would 
find it acceptable in the eighth grade. Or a health teacher may have 
planned a unit of work on fads and fallacious beliefs as appropriate 
for the tenth grade only to find in the “core area” that the subject 
became a six-week study for the seventh-grade children. The human 
mind being the flexible thing it is and student avidity for the solution 
of problems being an ever present phenomenon, it becomes impossible, 
under any conditions, to develop a sequential course of study which 
would introduce precisely graded material measured out by some 
formula of interest or readiness and free of all repetition. Such a 
formula simply does not exist. ? 

Nor will segregation of material into logical categories of relation- 
ships be altogether satisfactory. Some teachers have made a practice of 
thinking of the broad area of health as cut up into sub-areas like 
personal hygiene, community hygiene, industrial hygiene, physiology, 
anatomy, disease prevention, home care of the sick, and so on. Fre- 
quently courses are organized to cover each of these areas and then 
one course is offered each semester, either required or elective, until 
all the courses are “taken.” The seventh grade, thus, might get anatomy 
and physiology “to lay the proper foundation for later understanding 
of health problems” when all the time that seventh grade was perfectly 
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ready, able, and eager to deal with their contemporary problems of 
boy-girl friendships, or with their intensifying interest in public affairs, 
They would be ready to deal profitably with problems of community 
effort at disease control or recreational development. 

As one “expert” put it many years ago: the seventh grade should 
have a foundation! (sic) course in anatomy and physiology, the 
eighth grade human physiology, the ninth personal hygiene, the tenth 
general and public hygiene, the eleventh safety education, and the 
twelfth home nursing. Faith in such convenient arrangements is not 
held by one who knows children’s needs and how they learn and who 
faces course-of-study construction with a modern point of view. The 
grouping of teachable material into those areas may be convenient 
for the teacher but causes it to lose much of its meaning and appeal 
for students. The categories are logical from the adult standpoint 
but divide the otherwise interesting material into too tight compart- 
ments. 

Better to mass all the problems of the seventh grade into the seventh- 
grade course whether they refer to physiology, safety, public health, 
home nursing, or what not. If, more realistically, one “course” is offered 
in junior high school and one in the senior, then the materials of the 
course become those areas, problems, subjects, discussions, investiga- 
tions, or experiences, regardless of their logical arrangement, which 
the students want and need at that age. If junior-high girls have need 
of knowing something about the home care of the sick they should 
not have to wait until their twelfth year to get it. If the twelfth-graders 
are studying, as they most assuredly will want to, the pseudoscientific 
aspects of the manipulative cults, then the need for studying the 
anatomy of the spine will be apparent, The teacher could not rely 
upon the anatomy learned in the seventh grade! 


Definitions 


Three terms need defining and differentiating in order to clarify the 
process of course-of-study construction: syllabus, course of study, and 
curriculum. A syllabus is an outline of one course usually prepared 


* Such a foundation would use anatom: d i 
0 atomy and physiology unrelated to any human 
problem and thus meaningless to students, This antral should be taught but 


never by itself and without relation t i amili 
used in explanation of problems AN be ied merce tks ria 
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by the teacher or, better, by a process of teacher-student planning and 
used by students as they pursue their study of the subject. Thus a 
syllabus in health instruction would be a teaching outline, a guide, a 
series of units or problems with major areas Or problems described 
and with appropriate suggestions of readings, activities, and other 
resources to be used. Such an outline generally pertains to a course 
lasting a semester or a full year. 

A course of study is best thought of as a series of sequential syl- 
labuses all within the same general area but dealing with new material 
in each syllabus. Health instruction is not one of those study areas 
which, when dealt with once, may be put aside forever. Problems of 
living are continuous and as people grow older they need to seek the 
solutions to new ones and also obtain better and more advanced infor- 
mation on old ones. Hence, health instruction is ideally offered not 
just once in twelve years but several times. If instruction in health is 
offered more than once in the elementary Or secondary years, then 
the sum total or the aggregate of all the outlines followed represents 
the course of study. 

Such a description of a course of study is sometimes used inter- 
changeably with curriculum. However, the latter term is used more 
properly in connection with the series of related courses in high school 
or college which, grouped together, prepare a student for some very 
large purpose. We speak of the arts curriculum in college, or the cur- 
riculum in health education which prepares a person professionally for 
work in that area, or the college preparatory curriculum in high school, 
or the science curriculum. One does not ordinarily refer to the cur- 
riculum in health instruction and mean the series of instructional 
experiences a student may get in elementary Or secondary school 
dealing with healthful living. Course of study would be a better term 
for that, and the arrangement of such a course of study is the subject 


of these paragraphs. 


SELECTION AND PLACEMENT 


Modern health instruction, being principally concerned with the 


solution of health problems and with guiding the student into a scien- 


tifically ordered life, faces the task of finding the problems and dealing 


with them at the appropriate age: This is not easy to accomplish nor 
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is there a pat formula for telling the teacher the problems to take 
up in any given year. However, if the teacher is willing to do a little 
investigating and to allow students to participate in the selection some 
guides can be mentioned: 


1. Finding the Problems 


There is no one who can reasonably say he has no health problems. 
They exist. The invitation to the teacher is to find them. Sources 
where they may be found have been described on pages 59-66, Of 
these sources student questions are the most fruitful. If teachers will 
take the time and care to ask students what their problems are and 
what they want to learn about, the students will tell them. Or, by 
analyzing contemporary health literature, radio programs, books, and 
other vehicles by which the adult has expressed himself as to the 
nature of the problems which the public should be informed on, the 
teacher will get additional valuable suggestions. For example, Oliver 
E. Byrd of Stanford University has analyzed over ten thousand scien- 
tific and public health articles appearing in various journals between 
1942 and 1948. From the analysis Byrd is able to suggest twenty-one 
major problem areas with three hundred sub-problems divided over 
the twenty-one. The major problem areas listed by Byrd are as follows: 


Interests of Three Thousand Secondary-School Students in 
Major Health Areas * 


Percentage of Students 


Major Area Interested * 
1. Habit-Forming Substances 88.0 
2. Family Health 36.4 
8. Safety 86.2 
4. Mental Health and Disease 81.0 
5. Exercise and Body Mechanics 30.0 
6. The Care of Special Organs 29.0 
7. Health as a Social Problem 28.4 
8. Health and the Physical Environment 27.6 
9. Health as a Social Accomplishment 26.0 
10. Chronic and Degenerative Disorders 25.0 


* Oliver E. Byrd, “Health Problems of Significance for Course and Curriculum 
Construction,” Research Quarterly, March, 1950, p. 3, 
like The reentages of student interest are those determined by Joseph E. Lantagne 
in a study referred to later in this section, 
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Major Area Interested * 
11. Infection and Immunity 24.2 
12. Fatigue and Rest 24.2 
13. Nutrition and Health 24.1 
14. School Health 23.0 
15. Community Health Services 21.0 
16. Heredity and Eugenics 20.0 
17. Excretion and Health 19.0 
18, Health Services and Facilities 18.8 
19. Occupational Health 17.0 
20. Trends and Possibilities 15.0 
21, International Health 14.0 


If teachers will consult this grouping of Byrd’s they will be able to 
make appropriate choices for their classes. 


2. Selecting the Problems 


What problems out of the many hundreds available shall be selected 
and when shall they be taught? When is the appropriate time to 
discuss vaccination, say, or heredity? The few studies that have been 
made on the subject to date are helpful but inconclusive. They prin- 
cipally suggest the following: 

a. Student interests should have an important bearing upon grade 
placement. If a thousand student questions on health are collected and 
marked according to the age and grade of the one who asked the 
question, a sorting of these problems by grades will reveal differences. 
The differences will not be sharp—that is, any one question may 
appear over five or six grades—but there will be very real peaks of 
interest (as judged by frequency ) so that the teacher can group other 
less well-defined problems around them and construct a unit. 

b. Students, if given an opportunity, will ask more questions con- 
cerning health than any teacher could possibly use. A selection of 
them has to be made, and the teacher’s judgment as to which of them 
is important and therefore admissible to the syllabus or course of 
study is fallible. If a systematic collection of student questions has 
been made, the questions è can then be placed in appropriate categories 
from which the teacher, using his own judgment, can select, say, forty 

3 Edgar Dale, “Children’s Questions as a Source of Curriculum Material,” Edu- 
cational Research Bulletin, February, 1937, p. 57. 
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of what he considers the most important or crucial questions. These 
can be arranged in mimeographed form so that other children can 
read and check for importance to them. A three-point scale—very 
‘important, important, and of no importance—can be used; or a five- 
point—very important, important, interesting but not important, of lit- 
tle importance, of no importance—can be used and from the results the 
questions can be ranked according to their cruciality and a place made 
for a discussion of the crucial problems in the course of study. It is 
hazardous to allow any one of four persons or groups—the teacher, 
the health education expert ( including the physician, the public health 
worker), the parent, or the student—to have sole say over what shall 
be included and when, All could well be consulted, and best results 
for teaching will be obtained if student judgment is obtained first and 
then tempered or adjusted by adult opinion. 

Two illustrations will show the wisdom of that point. In the study 
of 4000 students 4 giving 23,000 questions, there were many questions 
in two controversial areas—insanity and sex. Students were curious, 
and eager to learn and to express their problems. Some adult experts, 
however, strongly urged that neither area be included in the state 
course of study—too volatile. If the adult judgment had prevailed 
much of interest and importance would have been lost. Left entirely 
to students, the problems in sex and reproduction would have come 
too late to have done the most good. The questions were asked as they 
appeared in the life of the students. Experts looking at the questions, 
e.g., some of those relating to venereal disease, sex relations, pregnancy, 
were of the opinion that the problems they represented should be taken 
up a year ahead of the year in which the frequency peak appeared. 
It seemed good sense in such important matters to “jump the gun” 
by anticipating needs which would appear later. Much can be said 
for that point of view, 

c. If it is left entirely to adult or teacher judgment when certain 
material shall be taught, there is a great risk that the material will 
be too late and therefore simple, or of no interest, or both. Likewise, 
if students are allowed full Say in selecting material they may miss 
some of the great problems of public or community health and perhaps 
some of the health problems of the adult years, Each group—students 
and adults—must supplement the other, with the student-selected 

4 Ibid. 
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problems taking precedence because of their higher interest and 
learnability. 

d. As a clue to the interests of secondary-school students the study 
by Joseph E. Lantagne is useful. We have already quoted his findings 
on the percentage of students interested in the major problem areas. 
Dr. Lantagne sought the interests of freshman-sophomore boys and 
girls, and junior-senior boys and girls with the following results and 
conclusions: * 


Ten Items of Highest Interest to Freshman and Sophomore Boys 


Juvenile delinquency 60% 
Atomic warfare 57% 
Sex instruction 57% 
Tobacco and human health 53% 
Hit-and-run drivers 52% 


How to report accidents 51% 
How to use a gun properly 51% 
Sports vs. apparatus 


activity 51% 
Causes of suicide 51% 
Cancer 49% 


Ten Items of Highest Interest to Freshman and Sophomore Girls 


Juvenile delinquency 69% 
Sex instruction 63% 
Safest age to have a baby 60% 
How to have good posture 57% 
Causes of suicide 57% 
Preparation for marriage 57% 
Cancer 56% 
Lifelong care of the eyes 53% 
Dangers of sleeping pills 52% 


Junior and Senior Boys 


Sex instruction 63% 
Sweets and dental decay 60% 
Juvenile delinquency 0% 
Tobacco and human health 59% 


Ten Items of Highest Interest to 


* Ibid., pp. 37, 38. 
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Atomic warfare 57% 
Causes of suicide 55% 
How to report accidents 52% 
Speed and accidents 52% 
Cancer 52% 
Hit-and-run drivers 51% 


Ten Items of Highest Interest to Junior and Senior Girls 


Sex instruction 77% 
Preparation for marriage 73% 
Juvenile delinquency 73% 
Causes of mental illness 66% 
Causes of suicide 66% 
Safest age to have a baby 65% 
Cancer 62% 


Pregnancy and health 62% 
Lifelong care of the eyes 59% 
Mental health and marriage 58% 


Some of Lantagne’s conclusions and recommendations are pertinent 


to the problem of selection, These are: 


Conclusions: 


1, 


There is a common core of health interests among high school pupils 


regardless of age or sex which should prove useful for curriculum con- 
struction. 


2. There are negligible differences in health interests in respect to religion. 

8. There are some variations in health interests between boys and girls; this 
information should prove useful for segregated classes in health. 

4, There are some variations in health interests by grade placement, but 
these are relatively few in number, 

5. Some health problems long considered by teachers to have little interest- 
appeal to pupils have been shown to rank highly in student interest. 
Cancer is a good example of this, 

6. Some health problems entirely overlooked by some health educators have 
been revealed as ranking highly in student interest. 

Recommendations: 


1. All curriculum directors and teachers of health on the secondary school 


level should explore pupil health interests as a basis for partial determina- 
tion of curriculum content. 


a 


‘problem areas ignored altogether. Tea 
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9, Health classes should not be segregated by sex, inasmuch as there is a 
fairly common community of health interests among both boys and girls. 

3, On the basis of pupil interest greater emphasis should be given in the 
secondary school curriculum to the category of habit-forming sub- 
stances which leads all others in interest quality. 

4, On the basis of pupil health interests greater emphasis should also be 
given to family health, safety, and mental health and disease in the 


secondary school curriculum.® 


3. Arranging the Courses 


There is no standard practice in American education regarding 
either the content of health courses or the grades in which they shall 
be taught. In elementary education some health instruction is usually 
given each year in terms of the needs and age of the children. But at 
the junior- and senior-high-school level there is a wide variation in 
practice. We have discussed these arrangements in Chapter 4. If there 
isa tendency discernible at the moment it is to arrange one course in 
the junior years and one in the senior. This seems to be an emerging 
pattern in secondary schools. 

If such is the case then the teacher needs to distribute the con- 
sideration of problems over the two courses in terms of need and 
interest. There will be some desirable duplication or rather reémphasis 
and, with only two semester opportunities, there will be many health 
s chers face this problem locally, 
making their plans in terms of local needs and possibilities. State 
courses of study are helpful in suggesting areas to be covered by 
grades or ages. 

One state course of study, for example, S 
various parts of a major problem area might be distributed over 
courses in the seventh, ninth, and twelfth grades, makes the following 
suggestions. The major area is “Keeping Well.” The seventh-grade 
section would include the following: 


in an effort to show how 


1. Cause and spread of colds and sore throat. 
2. Spread of bacteria—germs. 

3. Specific diseases. 

4. The heart: strength—p' 
° Ibid., pp. 38, 39. 


henomena of beating—fainting and dizziness. 
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5. Nature and use of first aid for burns and sprains, resuscitation, bites. 
6. Effects of smoking tobacco. 
7. Effects of drinking alcohol. 


The ninth grade would take up these problems: 


. Symptoms and self-diagnosis. 

Use of medicines. 

. Use of patent medicines. 

Cause, prevention, and spread of the common cold, 
Tuberculosis and influenza. 

Further discussion of other specific diseases. 
 Inoculations and immunity. 

Vaccination for smallpox. 

Death rates from degenerative diseases. 
Blood transfusion. 

Traffic control. 


TS SS Cte Go po 
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And the twelfth grade these: 


1. Advanced discussion of inoculations, immunity, allergic reactions. 


2. Anemia, appendicitis, diabetes, nephritis, and other advanced diseases. 
3. Constipation, 
4 


. First aid for heat prostration, shocks, suffocation. 


The above areas of study for the seventh, ninth, and twelfth grades 
do not represent all the material in hygiene which can be taught in 
the general category of keeping well. The material left out would 
be recommended for grades eight, ten, and eleven. A six-year graded 
course of study would cover the entire area. If six years were not 
available then the material would have to be condensed into the years 
which are being used. 

Thus, the consideration of keeping well would be full—and graded 
according to the interests and needs of students. 


4. Criteria for Syllabuses or Courses of Study 


; The experiences which students will have as they move through 
instruction in health should be worth while. Criteria for judging the 


worth-whileness of these courses of study may be found on page 216 
in Chapter 9 on evaluation. 
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Group Discussions 


Most teachers prefer to conduct their classes on the discussion plan 
rather than the lecture plan. They feel the discussion is better because 
it gets more students actively participating in what is going on and 
with participation learning is more likely to take place and to affect 
behavior. The problem in health instruction is the problem of learn- 
ing in other areas as well: how to get action from a learning situation. 
Teachers must remember that students bring to class varied back- 
grounds of experience, prejudice, knowledge, willingness to learn, and 
intelligence, and to find a teaching method which can cope with all 
of these and succeed in producing the results in terms of action is 
the great question in all of education. 

To date, there is no clear evidence that one teaching method is 
always better than all others. There is reason to believe, however, 
that individual action is more readily attained if the individual can 
find endorsement for that action within his group. Apparently, merely 
to give information in class and to test for knowledge is not enough 
to assure action. Information received is only part of the story. The 
teacher must pay some attention to other motivations, and surely 
group sanction or endorsement and group agreement to act are of 
great importance in affecting individual behavior. 

Hence, the teacher can seldom, if ever, afford to be arbitrary or 
dictatorial. Nor can he afford to be complacent over the inculcation 
of knowledge. His classes must be so conducted as to allow for free 
discussion, presentation and weighing of evidence, personal analysis 
and testimony, and summarizations and conclusions. 

It takes several years of experience to lead class discussions success- 
fully. Beginning teachers should not expect to handle the discussion 
method expertly. It is easier to lecture than to conduct a discussion 
because there are no interruptions, no questions to be answered, no 
calls to meet issues except on one’s own terms. One must realize, 
however, that the health lecture, like many other lectures, is a less 
effective instrument in getting the purposes of health instruction 
accomplished. Because so many teachers prefer to use the class dis- 
cussion, the following suggestions are offered: 
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1. The teacher should know well the general objectives of the unit 
and keep the flow of discussion moving toward their accomplishment, 

2. The teacher should keep the main points under discussion, the 
issues, if any, clearly before the group. 

8. Students should be taught to back up their views with evidence, 
and in lively discussions the teacher should encourage students to 
demand evidence in place of personal opinion or hearsay. 

4, In the original planning of the problem or unit the teacher 
should make sure that there is enough preliminary discussion to bring 
out the issues or directions which the later investigations and discus- 
sions might take. As many students as wish to should express them- 
selves while the teacher is taking note, on the board or elsewhere, of 
these principal sub-problems. When the subject has been amply ex- 
plored in this preliminary way, the teacher should boil the issues 
down, if necessary, to the place where they can be handled well and 
then present them clearly to the class for selection and development. 
In so far as is reasonable, students should be given their choice in the 
pursuit of investigations, but the teacher must always prevent mis- 
balance by assigning some good students to bolster the cause of poorer 
ones. 

5. In class debates or presentations by students the teacher should 
keep the presentations reasonably on the track, should try to get all 
students to participate, and should draw out the shy and diffident ones 
with friendly encouragement. The brighter, more aggressive students 
should not be allowed to monopolize the conversations, 

6. The language of the classroom should be largely nontechnical. 
The teacher should remember that he is not preparing medical stu- 
dents, and only the mastery of technical words for “anit” use is needed. 
When a point cannot be made safely or well without the techni- 
cal word it should be used, but explained and spelled until all 
understand it, 

7. The details of anatomy and physiology, of structure and function, 
are useful only in explanation of personal or group problems. Let the 
problem be raised first, then seek the answer from anatomy or physi- 


classifications of food, or with the mouth, the esophagus, and the 
stomach. Begin it with a discussion of what lunch to pack if you're 
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working or the problem of how to live on seventy-five cents a day and 
like it. 

8. Learning about health, or anything else for that matter, proceeds 
from the specific to the general. We learn about disease control, for 
example, by talking about one disease first, like tuberculosis, and 
eventually drawing general conclusions about water-borne, air-borne, 
and contact diseases, It is much more difficult to develop effective 
learning about food if you begin with proteins, carbohydrates, and 
fats, which ‘are generalized classifications, than if you begin with 
Tuesday's breakfast or with lunch for the working student. 

9. “Health” itself is not much of a motive. Very few people—mainly 
the sick—do things for the sake of their health. Good food is eaten, 
rest is taken, eyes are examined for the sake of more immediate pur- 
poses. Few golfers ever hit a 200-yard shot and reflect how wonderful 
that is for their livers. Games aren’t played generally for exercise, or 
for health. Good food is eaten for the clearer purpose of being efficient 
the next day, or making the team, or just to feel good. Health, as a 
motive, is not very effective compared to the appeal of more under- 
standable purposes. 

10. Instruction in the classroom is certainly not the only source of 
health information. Students learn from dozens of other sources. The 
teacher is in competition with the movies, press, commercials, parents, 
friends, books, and other teachers. He should make it his business, 
then, to be accurate, fair, and scientific, and to realize that the least he 
can do is to present the facts—the individual himself will make the 
choice of behavior. 

11. The teacher should be prepared to answer many questions but 
should not be afraid to admit it when he does not know the answer. 
In such instances he should have a pretty good idea where the answer 
can be found. 

12. The teacher should always begin each hour with a transitional 
word or two, tying today with yesterday, and use frequent summaries 
of the discussion thus far, always summarizing and tying together 
each unit or major subpart of each unit. 

18. The teacher should frequently use timely illustrations, particu- 
larly when discussing abstract or general problems. 

14. The discussion should not begin with the issue upon which 
prejudice is strongest but on a problem which will “warm up” the class. 
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15. The teacher should never answer a question with a question, 
nor should the entire period be taken up with questions from the 
students and answers from the teacher, The latter should turn many of 
the questions back on the class (never on the asker) for reply, gaining 
information on the problem that way and then putting the capstone 
on the matter himself before going on to the next question. 

16. As the discussion on the problem nears the end the teacher 
should be prepared to stimulate and help phrase summary statements. 
These should be in the nature of significant high points or directions. 

17. Following the development of an appropriate summary for the 
problem the teacher should then draw out of the class suggestions for 
action—things to do or not to do—directions to take. These will not 
always be clear cut; they may be developed in the form of alterna- 
tives. At all events, the group should be given a chance to express 
itself in terms of recommended action or point of view. 


Supplementary Methods 


Good teachers will use more than one or two classroom methods. 
They will rely neither on the lecture nor on the question-answer- 
debate type of discussion wholly, They will vary their teaching prac- 
tices in accordance with the nature of their group and the nature of 
the problem under discussion, and sometimes they will vary their 
techniques for variety’s sake alone. There are many other ways to 
conduct a class or a discussion on a subject. For example, the teacher 
might use (1) individual or committee reports in which the persons 
reporting have had a chance to do some research on their problem, 
present their findings, and thus open the problem for class considera- 
tion and action; (2) experiments, class activities, or field experiences— 
some problems are more readily solved by experimentation or doing 
something than by talk, and field experiences, which will be discussed 
in a later paragraph, are almost always useful; (3) socio-dramas and 
the so-called role-playing, in which a health problem is presented to 
the class in dramatic form with a prepared script or some members 
present contrasting views as advocates for purposes of enlightening 
discovery of issues and facts; (4) written questions from the class 
submitted either to the teacher or to an “expert” or a panel of persons 
prepared to answer; (5) panel discussions representing an effort to get 
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at the facts and issues and to resolve conflicts or come to conclusions; 
(6) invited outside speakers. 

There are other promising ways. Some teachers occasionally use 
written work in which a student describes his relation to a problem, 
his perplexities, and his findings and opinions. These then serve 
anonymously as the base for class dicussion. Areas of hygiene where 
there is some controversy or some popular misconception, such as 
considerations of socialized medical practice, drugs and narcotics, 
nutritional fads, healing cults, marriage problems, and others, are 
particularly good material for these supplementary teaching techniques. 


Field Experiences 


Field trips are also becoming increasingly popular in health educa- 
tion. It is realized that to learn about healthful living only from books 
is a somewhat limited experience. To find out how people actually 
live, the way they meet or fail to meet their problems, the way the 
community safeguards the health of its citizens, or to gain an on-the- 
ground insight into the larger social problems related to health pro- 
vides a richer, more meaningful approach to an understanding of 
personal and public health. There are, of course, many trips available 
to students in a school which approves of such extramural activity. An 
enterprising teacher might arrange for the class to: 


1. Visit hospitals, clinics, or public health agencies, to observe and 
study their program. 

2. Observe and study the work of commercial laboratories for the 
production of serums, drugs, and medicines. 

3. Survey the recreational program of the community in relation to 
needs. 

4. Study slum areas in relation to disease, housing needs, and the 
connection between crowded conditions and crime. 

5. Study through personal experience the work of quacks, charlatans, 
religious healers, and others who purport to heal the sick, 

6. Observe the work of government in the inspection and control of 
food and water supply, restaurant and hotel sanitation. 

7. Study building and zoning ordinances for their relation to safety, 
health, and welfare. 
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. Survey local traffic control problems in relation to improvement. 

. Seek out local fire hazards with suggestions for improvement. 

. Sample public opinion on a variety of contemporary problems 
such as medical care, superstitions and fallacious beliefs, dietary 
practices, attitudes toward insanity, causes of disease. 


© © © 


These are but ten of a long list of possibilities. The field trip can 
become an important adjunct to any course of study in health educa- 
tion or it can be a waste of time. To assure the former and prevent 
the latter the following conditions should be observed: 

l. The trip or study should have a definite bearing on the matters at 
hand. It should be a part of that which is being studied at the mo- 
ment and should not intrude upon a sequence of thought being de- 
veloped at the time. 

2. The trip should be thoroughly talked over before it occurs, with 
purposes and prospective outcomes thoroughly understood by the 
committee or class making the trip. 

8. On the trip discussion of what is going on, or being seen, should 
be directed to the purposes for which the trip is made. 

4. When the group has returned to the classroom the trip should 
be summarized, the gains itemized, the lessons drawn so all will 
understand. 

5. The trip should not be taken merely as an amusement, or to 
satisfy morbid curiosities, or as a chance to get out of school for a 
half-day. A trip to a penitentiary or to a court must be related to a 
health problem under discussion and cannot be justified if made 
merely to satisfy curious people as to how criminals are treated or 
what “The Big House” looks like, Likewise, trips to waterworks or 


dairy barns are futile unless they bear upon problems of food sani- 
tation. 
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community activity give the study of health an important realistic 
touch. 


The Use of Community Agencies 


As in the development of worth-while field trips, there is every 
reason to associate the school course of study in health education with 
community agencies working in the health field. Too long has there 
been a lack of understanding on the part of each—the school and the 
agency—as to purposes and programs. Students gain in understanding 
of health problems when reciprocal relationships are established and 
the health agency is invited to participate in the program of school 
health education. 

Means of perfecting this relationship are numerous. As Miss Tucker 
has well expressed it, “There are three effective ways for making the 
school health program more community centered. One is to bring the 
community resource people into the school-room. Another is to take 
the students into the community where they will actually participate 
in health projects. A third is for the school activity to take part in 
joint planning for health through a community health council.” * Tilus- 
trations from actual situations of this three-way relationship may be 
cited as follows: 

1. In one city the public health engineers and the fire inspectors 
made their annual report after visits to the schools and consultation 
with not only school officials but students as well. The report became 
a joint report. 

2. A local dental society offered to assist the school in the construc- 
tion of an adequate dental education and care program. Students par- 
ticipated in the planning. f 

3. School-community health councils (with student representation, 
of course) may be formed for discussion and action on common prob- 
blems (see page 367 for further discussion of council responsibili- 
ties) where such health organizations do not exist. Representative 
teachers and students participate on the health council of a com- 
munity. ary 

4. Summer pre-school roundups of parent-teacher associations are 
sometimes held. 

7 Edythe Tucker, “The Community and the School Health Program,” Journal 
of School Health, April, 1947, p. 103. ' 
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5. The state highway patrol and the traffic bureau of the local 
police department have worked with school children to the successful 
furtherance of the ends of the department and the protection of the 
children. 

6, Parent-teacher groups, women’s clubs, service clubs, and other 
interested groups have frequently sponsored, financed, and conducted 
the local school-lunch program. 

T. State and local departments of health, as well as numerous vol- 
unteer agencies like the tuberculosis associations and Red Cross chap- 
ters loan films and slides of interest, provide literature and speakers 
of value to school health classes, 

8. With students participating, a disease control program for the 
schools was planned by the school-community council, approved by 
the board, and executed by the school personnel. 

9. Students in hygiene classes have frequently attended meetings 
of metropolitan health councils and made the activities of the councils 
a study for the benefit of all, including the health council. 

10. Students in classes have also attended public forums, meetings 
of medical, labor, educational, or other groups where current issues 
of medical care are being discussed, 

11. The school and local branch of any voluntary health agency 
can be of great mutual aid. The students can assist in the sale of seals, 
participate in programs, extend information; the association can fur- 
nish services, literature, and other informational services on the sub- 
ject, and in part interpret the problem to the community through the 
school, 

12, Students asked for and got a field trip with the commissioner 
of public health to visit swimming pools and bathing beaches for joint 
discussion and action concerning the sanitation and safety of the 
facilities. 

13. Students have, on numerous occasions, assisted local dairy coun- 
cils with their programs of public education. 

14. There are many other instances of reciprocal services—all to 
the ultimate benefit of the health of people: police protection at meet- 
ings and games; fire department inspections and instruction in fire 
safety; Boy Scout cleanup days. These and the activities of organiza- 
tions for crippled children, fraternal organizations, chapters of the 
National Foundation for Infantile Paralysis, the American Legion, and 
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dozens of other local, state, and national organizations all provide 
opportunity for enriching the health education program in the school 
if effective correlation can be established. 


Other Resources 


The teacher of health education has almost unlimited resources at 
his command. His principal problem will be to use them effectively 
and not wastefully. There is no particular point to using a motion pic- 
ture, or a set of slides, or a field trip unless it bears on the point at 
hand and makes a real contribution to its understanding. Some teach- 
ers have a naive faith in the efficacy of visual aids. These have merit— 
but only to the extent that they are cogent to the problem under dis- 
cussion and are themselves well constructed and interesting. There 
is certainly nothing sacred about a motion picture on a health subject. 
The picture must be held to the same standards of educational effec- 
tiveness as a book is. 

Certainly no teacher needs to be limited in health education only 
to a single textbook and his own lectures and discussions. The subject 
can be made immeasurably more vital and functional in the lives of 
students if other resources are used. Chapter 8 contains bibliographies, 
addresses, and other suggestions for the location of resources. Teach- 
ers should use these freely. 

Text and reference books still remain the principal resource, other 
than his own knowledge and skill, which a teacher has or should have 
at his disposal. There are good textbooks written on personal hygiene 
and there are some very poor ones. In adopting a text one should be 
extremely careful to assure its worth as a teaching instrument. 

If one does not use a single text, then a set of six or a dozen or 
an unlimited number of good reference books in the library will be 
needed. As a matter of fact, even with a text reference, books and 
magazines are needed because no school text ever written has covered 
or will be able to cover the entire range of student problems and in- 
terests. Students must have access to additional readings as the occa- 
sion demands, and for that reason the teacher should make the effort 
to provide such references at the rate of one to every eight or ten 


students. 
Students should be taught to use these reference books in their 
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search for the solutions to problems. Many teachers list selected read- 
ings from them for each unit of work, 


Misinformation and Unscientific Material 


There is a danger that misinformation and unscientific material will 
creep into courses of study and syllabuses. Personal hygiene is not, in 
every respect, an exact science ready to be applied to human life 
with predictable results, Much of hygiene is conjecture, assumption, or 
reasoning based on related scientific evidence. Some hygiene is based 
only on personal experience. Someone finds that morning calisthenics 
make him feel fit to eat a hearty breakfast so he forthwith teaches or, 
worse, writes that such frivolities are good for everyone. Someone 
reasons that, because water is an essential for life and we rid ourselves 
of so many pints each day, to drink eight or ten glasses a day is one 
of nature’s requirements for anyone. In one school syllabus they 
speak of “surplus nervous energy.” There is no such thing. In another, 
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first instance, and no more than a description of principal symptoms 
of cancer would be appropriate classroom material in the second. 


The Omission of Large and Important Problems 


Sometimes syllabuses are designed to omit certain problems or areas 
which are important to students. There may be a section on the nerv- 
ous system, for example, with no treatment at all of adjustment to 
school or to friends, emotional control, or the prevention of worry. 
Frequently sections or chapters on sex hygiene are conducted with no 
mention of continence, premarriage problems, or instinct versus intelli- 
gence in “falling in love.” Not infrequently syllabuses are developed 
with no provision at all for a discussion of nostrums, quackery, medi- 
cal care, or healing systems. 

These omissions are unfortunate. They occur for a variety of reasons. 
Sometimes the instructor is unprepared in one area so it is deliberately 
left out, Sometimes time is limited and other areas of less importance 
are chosen because they are easier. Sometimes the instructor fears 
controversy and avoids it. On other occasions he simply does not know 
the problem exists. Whatever the reason, good course-of-study con- 
struction does not allow these omissions. No course of study can be 
complete without a careful covering of all the major health problems 
confronting the American people. 


Rewards and Prizes 


Teachers are frequently moved to use rewards or prizes or other 
motivating forces in health education. Membership buttons in a health 
club, ribbons for performance, group prizes for the room making the 
“best showing,” medals, cups, insignia, even cash prizes are sometimes 
used to stimulate good health practice or the acquisition of knowledge. 
The world seems constituted to accept such as legitimate teaching 
devices. , 

There are many rewards which may be associated with an activity 
either as an incentive or as recognition of good work well done. Fur- 
thermore, some are tangible or have tangible value while some are 
intangible. A student may become vaccinated, for example, because 
everyone else is and his room wants to win the blue star for 100 per- 
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cent vaccination; or perhaps a certificate is given each child who 
performs fine hygienic practices daily for a month. Or possibly five 
dollars is awarded the student who writes the best essay on “Why I 
Should Drink Milk.” Possibly only self-satisfaction is the reward for 
abstaining from tobacco and alcohol until one is “of age.” Grades, 
money, public commendation, trips, cups, self-satisfaction, approval 
of the group, publicity, group membership, “being captain”—these 
are all available for use as the teacher strives for health knowledge 
and health behavior on the part of students. 

Are they all of equal value? Are they all equally justifiable in terms 
of their educational soundness? Obviously they are not. They all may 
be placed somewhere on both of two scales, the one ranging from 
useless to result-producing and the other from intrinsic and valuable 
to extrinsic and distorting of values. Such a rating of rewards will de- 
pend upon the interpretation and use of criteria. If a teacher cares 
not for the effect of the reward itself upon the child but only for the 
results gained, he will use one kind of reward. If he believes the re- 
ward should be only a recognition of good work, he will use the same 
reward but in an entirely different manner. It is the difference between 
“TE you will go to bed every night for a week before nine o'clock, TIl 
give you a dollar,” and “Because you've been good and not stayed 
up late this week, here’s a dollar.” Grades in health classes are particu- 
larly susceptible to this difference. “If you'll pass this knowledge test 
you'll get an A,” or “Because you did well on that test you have earned 
an A.” Rewards used in some ways may produce dishonest reactions, 
distorted egos, antagonisms, and completely distorted values. Used 
in other ways they may be productive of continued good work and 
clear understandings of where values are. 

What criteria, then, may be applied before a reward is fixed upon 
or before a system of rewards is set up? These are suggested: 


1. The reward should be inherent in the activity—not separate or 
unrelated to it, 


2. The reward should lead the winner on to further activity in the 
same line of endeavor, 


8. The reward should have values no different from those of the 
activity itself, 
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4, The reward should produce no consequences in the individual 
winner which are unacceptable socially. 

5. Above all, the reward or anticipation thereof should not serve as 
an incentive; the incentive must come from the satisfactions within 
the activity. 


In short, when rewards in health education are used to help the 
student face the realities of life, achieve something, organize and in- 
tegrate values, then they are moral instruments. When they warp 
values, teach false values, distort ego, and dissipate energy, then they 
must be thought of as immoral. 


SPECIAL PROBLEMS 


In the arrangement of any course of study, the construction of any 
syllabus, or the teaching of any unit or course, certain problems appear 
to be of special importance. 


The Area of Sex Hygiene or Social Living 


The study and discussion of sex hygiene offer great possibilities for 
affecting favorably the behavior and attitudes of young people. The 
evidence is overwhelming that instruction is needed to guide children 
through adolescence and into maturity and marriage. Great good can 
be done if courses of study can include consideration of these prob- 
lems and if teachers in charge of health instruction are well prepared 
to meet the issues. í 

Many school principals and teachers are reluctant to deal with the 
subject because they fear an adverse public reaction. Many others 
have such a distorted notion of what sex education is that they think 
of it narrowly as only education about venereal disease or about how 
to beget children. Others with equally distorted views and vulgar pred- 
ilections conceive of it only as teaching youngsters things they should 
not know about the anatomy of the genitalia and the mechanics of 
intercourse. To such benighted views any well-informed person takes 
well-founded exception. Instruction in social relationships including 
even the phases directly related to sex life can be handled cleanly, 
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scientifically, objectively, and broadly by skilled and informed teachers, 
There need be nothing obscene about the discussion of boy-girl rela- 
tionships. There is nothing vulgar or hurtful about the many well- 
taught courses on marriage problems which are found in universities 
today, 

; Three well-known approaches to classroom instruction exist in this 
area: (a) through animal and plant life (the “birds, bees, and butter- 
flies” approach); (b) through the anatomy and physiology involved; 
and (c) through human life situations. Of the three, the last is far 
and away the best, most productive of good results, and most helpful 
to young people as they wend their way through the complexities of 
premarital and marital life, Admittedly it is helpful to have students 
come to the unit with some understanding of terminology and proc- 
esses gleaned from the animals—from ponies and pollen. Nevertheless, 
to learn of human sex life by an original study of animals and plants is 
to pitch the early understanding of sex matters at a low level from 
which some individuals are never able to rise. Actually, there is little 
similarity (only in gross anatomy and basic function) between the sex 
life of animals and that of man. The presence of the intellect, of the 
ability to plan, think, react emotionally, worry, and be sensitive, and 
the existence of the complexity of marriage customs, conventions, laws, 
and similar impediments cast man’s sex life in an entirely different 
setting from that of sheep. To help people we must plunge directly 
into a consideration of people’s problems. “The only proper study of 
man is man himself.” 

To begin with anatomy and physiology is equally unfortunate. 
Youngsters are early curious about anatomy. But even as beneficiaries 
of graphic portrayals of the detail of genitalia and the reproductive 
apparatus, the students may miss entirely the great social and emo- 
tional controls needed in intelligent sex behavior. Such anatomical 
information is only incidental to the solution of problems. 

The best approach is through human life situations as they arise 
and as they become important and meaningful to students at any age. 
How a seven-year-old boy should act when going to a girl playmate’s 
birthday party is a human life situation and thus part of sex education. 
Whether to “go steady” in high school, how to conduct oneself at a 
dance, what legal requirements should be met before marriage, and 
how much money a fellow should have to get married on—these and 
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thousands of other similar human problems give the best approach to 
classroom discussions. They should be utilized to the fullest—and they 
may be discovered from the students themselves. 

Here, for example, is one listing of forty-five different but related 
questions ê which came from students, and which may serve as a basis 
for student-teacher discussions in senior high school. Units of work 
constructed from these and other human problems represent the best 

_kind of sex hygiene instruction: 


Family Health 


The problems of high-school students in social and family living. 
a. Current problems. 


AB 


8. 


What behaviors, manners, courtesies, and customs are desirable 
among boys and girls in order to establish harmonious social rela- 
tionships within the school? (a) Conduct on dates. (b) Conduct 
around the school. (c) Language and “horseplay.” (d) Dress. 
(e) Drinking. 

What is the basis for attraction and friendship between boys and 
girls? (a) The nature of “sex appeal.” (b) Similarities in interests. 
(c) The need for attention. (d) The relative importance of social 
status. (e) Loyalties. 

How can one go about meeting the boy or girl one would like to 
meet? (a) Introductions. (b) “Pickups.” (c) Organizations. 

Is it desirable to establish a “steady date” in high school? (a) 
Variety in friendships. 

What responsibilities do a boy and girl have to each other and to 
the parents of their companions? (a) Arriving home from dates. 
(b) Differences in family standards. (c) Safety on dates. 

What knowledge of the reproductive structures and functions is 
necessary to the establishment of an intellectual understanding of 
one’s own life and life in relation to others? (a) The essentials of 
structure and function. 

How can a boy or girl control the reproductive urge? (a) The use 
of the intelligence in relation to emotion. (b) Interests. (c) Moral 
standards, (d) Recognition of consequences. 

How should girls care for themselves during menstruation? (a) 
Rest. (b) Bathing. (c) Exercise. (d) Medical care. 


® They were chosen as typical and fos gears problems as presented in a collec- 


tion of some 700 in the same area 
students. 


gathered from high-school and college 
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9. What is menstruation and what are its normal characteristics? (a) 
Purpose. (b) Regularity. 

10. Are intimate complete relationships before marriage justifiable? (a) 
Moral standards. (b) Probable consequences. (c) Effect on later 
marriage. (d) The futility of “the conquest.” 

11. What are the best sources of information on matters of love and 
marriage which are available to high-school students? (a) People. 
(b) Books. (c) Movies. (d) Miscellaneous literature. 

12. What are the best ways to gain this information? 

. Premarriage problems. 

18. What consideration should be taken into account in the selection 
of a marriage partner? (a) Maturity. (b) Health. (c) Background. 
(d) Interests, (e) Age. (f) Looks, (g) Education, (h) Job. 

14, How can one tell when one is ready to assume the responsibilities 
of marriage? (a) Age. (b) Income. (c) Maturity. (d) Willingness. 

15. What should each partner know about the health and background 
of the other before agreeing to marry? (a) Health, (b) Heredity. 
(c) Disease. 

16. How much money should a couple have to get married on? (a) 
Tastes. (b) Locality. (c) Standard of living. (d) Child planning. 

17. Should opposites marry? 

18. Should engaged couples be allowed greater intimacies than others? 
(a) Local customs. (b) Effect on marriage. (c) Effects of re- 
straint. 

19. How long should engagements last? 

20. What attitudes should be cultivated regarding the influences of “in- 
laws” on the forthcoming marriage? (a) Parental decisions and 
advice. (b) Gifts and support. (c) Living with parents. (d) Visits 
and vacations. 

21. What legal requirements must be met before marriage? (a) Health 
certificate. (b) License. (c) Banns. (d) The minister, 


23. 


24, 
25. 


Family planning. 
22. 


How soon and how can a sexual compatibility be established in 
marriage? (a) Individual difference in response and desires. (b) 
Attitudes. (c) Trial and error, 

How soon should couples plan for and have their first child? (a) 


Financial arrangements. (b) Religious beliefs. (c) Health. (d) 
Readiness for children, 


How soon should a physician be consulted? 


What sort of examination should be made of the prospective mother 
before pregnancy? 


26. 
27. 
28. 
29. 
30. 
81. 
82. 
33. 


34. 


35. 


36. 


. The 


37. 


38. 


39. 


40, 


4l. 


42. 
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What should be known by the couple about how life begins? (a) 
Function of reproductive organs. (b) Genetic mechanisms. 

Under what conditions would further childbearing be detrimental 
to a mother’s health? (a) Medical judgment. (b) Strain. 

What changes in diet as well as rest and other personal habits 
should be made during pregnancy? (a) Medical judgment. (b) 
Rest. (c) Exercise. (d) Diet. (e) Household work. 

What are the early signs of pregnancy? (a) Tests for pregnancy. 
What sort of care should a mother have following the birth of the 
child? (a) Medical advice. (b) Sympathetic family. 

How long after the birth of a child is a physician’s care needed? 
What sort of adjustment is required of the husband during preg- 
nancy? (a) Patience. (b) Sharing of duties. (c) Restraint. (d) The 
development of affection. 

What should be known about hospital costs, insurance plans, and. 
needed home equipment in anticipation of a child? 

What asistance do the federal and state governments give to wives 
and families of servicemen? (a) The funds for maternal health. 
(b) Sources of information. 

What plan should be made by the family regarding recreational 
interests, friends, and distribution of time within the home? (a) 
Planning as a group. (b) Selfish interests. (c) Income and ex- 
penditures. 

How can differences of opinion within the home be reconciled? (a) 
Frankness. (b) Willingness to settle differences. (c) Authority. 
(d) Customs and traditions. 

care of children. 

How much attention should a child have from the parents? (a) The 
rights of infants. (b) Fondling, (c) Spoiling the child. (d) Deci- 
sion making. 

To what extent should the presence of a child affect the relationship 
between the husband and wife? (a) Continuation of joint interests. 
(b) Sharing affection. (c) Building the family. 

What medical care (e.g, diet, immunization, control of infections, 
habit regulation, correction of defects) should be provided for the 
child? 

How can one tell if the baby is developing normally? (a) Weight. 
(b) Motor controls. (c) Length. (d) Vision. (e) Hearing. 

How many toys and other playthings should be provided for the 
child? (a) Overstimulation. (b) Purposes. (c) Values. 

Should the parents plan in advance for the emotional responses and 
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psychological growth of the child? (a) Response to people. (b) 
Crying. (c) Development of character traits, (e) Imitation. 

48. How should the child be prepared for school? (a) Attitudes. (b) 
Skills. (c) Clothing. (d) Immunizations. (e) Sociability. (f) Per- 
sonal habits. ` 

44. What attitudes should be developed in the child in preparation for 
the visits to the physician and dentist? 

45. At what age should parents plan for the social development of the 
child in his relationship with playmates and adults? 


From those forty-five human problems and the many others which 
are similar a teacher with the class or a committee can construct sev- 
eral small units of work. The arrangement, i.e., “current problems, 
premarriage problems, family planning” need not be used for unit 
titles; in fact, they probably should not be so used in that they are too 
general and perhaps too academically logical. 

As an example of the kind of instructional units which might be 
prepared from such a collection of student questions the following 
three units out of an outline containing eight recommended for senior 
high schools are suggestive of what may be done: 


Suggestions for the Use of These Units 


1. The order in which the units are here presented may, and no doubt 
should, be changed to meet the particular classroom situation in which 
they are used. 

2. The questions in each unit are merely typical or “priming” questions. 
Others would be useful in guiding the discussion. 

8. Teachers will make selections of the reading in terms of the availability 
of the books and of time. 

4. Additional or fewer experiences may be conducted, depending upon the 
zeal of the class and opportunities available. 

5. Effort should be made to teach these units not on a lecture basis but 
using as fully as possible student discussion, committee work, panels, 


and individual reports. 
Unit 1. The Economics of Home-making 


i en minimum income will allow for reasonably comfortable family 
e 


2. 
8. 
4 


5 
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. Are living costs and family expenditures the concern of the whole family? 


How are family budgets made? Are they useful? 


. What share of the family income should be allotted to medical and 


dental care, maternity expenses, child care? 
How can a family remain happy even though financially insecure? 


Reading Selections 


I. 
2, 


8 
4 
5 
6. 
T 
S 


2. 
8. 


4, 


SUP a A 


Foster, Robert G. Marriage and Family Relationships, Chapter 11. 
Groves, Skinner, Swenson. The Family and Its Relationships, pp. 177- 
217. 


. Johnson, Randolph, Pixley. Looking Toward Marriage, pp. 63-66. 
. Moore, Leahy. You and Your Family, Chapters 12 and 15, 
. Wood, Mildred W. Living Together in the Family, Chapter 10. 


Pierce, Wellington G. Youth Comes of Age, Chapter 18. 


. Bowman, H. A. Marriage and Moderns, pp. 857-878. 
uggested Experiences 
T 


Small committees can prepare sample budgests for varying incomes in 
relation to current living costs. 

Studies can be made of expenditures in the city or nation for medical, 
dental, maternity care, 

Heads of families may be brought to the class for participation in the 
discussions. 

Intra-class discussions may be arranged on any controversial problem 
within the unit. 


Unit 8. The Social Life of Married Couples 


How much entertaining is expected of young married couples? 
Should young married couples ever double-date? 

How much fun can be had on limited incomes? 

How much should others be told of the problems of home? 
Should wives ever “gossip” about their husbands, and vice versaP 


Reading Selections j 
l. Foster, Robert G. Marriage and Family Relationships, pp. 178-181. 


2. 


8. 


Groves, Skinner, Swenson. The Family and Its Relationships, pp. 315- 


409, 
Wood, Mildred W. Living Together in the Family, Chapter 11. 


Suggested Experiences SAUE D 
1. Two or three married persons might visit the class to tell of their social 


life; what it involves, what it costs, where they go, and what they do. 


» Small committees might make special investigations of segments of the 


problem and report back to the class. 
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Unit 8. Where Can One Learn? 


1, Where can one find good books to read on this subject? 

2, How can one discriminate between good and unsound literature on mar- 
riage and home life? 

8. How reliable are popular magazine articles? , 

4. What persons can be trusted for having scientific information about 
these problems? 

5. How can one check what one learns from casual conversation, over 
against scientific fact? 

Reading Selections 

1. Ohio Department of Education. Some Suggested Sources and Materials 
for Health Education, pp. 8-4 and 21-28, 

Suggested Experiences 

l. Arrange with the local library to send over a dozen scientific books on 
marriage and friendship. 

2. Arrange for a small committee to present the class with a list of reliable 
sources of information. 

8. Arrange for a group to evaluate the popular scources of information such 
as movies, radio, conversation, and to present criteria for judging. 

General References for Students 

l. Foster, Robert G. Marriage and Family Relationships, The Macmillan 
Company, New York, 1944. 

2. Groves, Skinner, Swenson. The Family and Its Relationships, J. B. Lip- 
pincott Co., Philadelphia, 1948. 

8. Johnson, Randolph, Pixley. Looking Toward Marriage, Allyn and Bacon, 
New York, 1943. 

4. Moore, Leahy. You and Your Family, D. C. Heath & Co., Boston, 1948. 

5. Pierce, Wellington G. Youth Comes of Age. McGraw-Hill Book Co., 
New York, 1948. 

6. Wood, Mildred w, Living Together in the Family, American Home 
Economics Association, 620 Mills Bldg., Washington, D. C., 1946.9 


Or a coördinated unit on social living as part of a years work in 
hygiene for high-school people may be illustrated by the following 
excerpts from such a unit now being conducted. This unit fits into a 


_° Prepared by the author and P. C. Bechtel of the Ohio Department of Educa- 
tion. The other five units are entitled, “Harmony in the Home,” “A Code for 
Unmarried Young People,” “Planning for Marriage,” “The Blessed Event,” “The 
First Two Years. Copies may be obtained by writing the authors. 
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one-semester course required in the senior year. The class meets five 
days a week for eighteen weeks and boys and girls are taught separately 
although joint meetings are sometimes held. Six weeks of the eighteen 
are devoted to this unit on social living. 

The entire unit deals with six problem areas: dating, adolescence, 
how to choose a mate, getting ready for marriage, heredity, and build- 
ing a family. The teachers proceed to the first area—on dating—some- 
thing as follows: 


Example of specific questions discussed—dating. 
1. What is expected of a date? 
a. Behavior. 
b. Manners. 
c. Courtesies. 
d. Customs. 
2. What changes occur when dating begins? 
a. Stimulation for personal grooming. 
b. Desire for release from parental direction. 
c. Social status. 
d. Group loyalties. 
3. How can an individual meet a potential date? 
a. Introductions. 
b. Pickups. 
c. Organizations. 
d. “Blind dates.” 
4. When should the individual start dating? 
a. For parties. 
b. For double dates. 
c. For single dates. 
5. What can be done on a date? 
6. Is it necessary to drink or smoke to be popular? 
7. What hours should high-school students observe? 
8. Should girls ask boys for dates? 
9. Can girls have a week when they assume the dating responsibilities 
of boys? “Twirp Season.” 
10. Is Dutch-treating permissible or desirable? 
11. What makes a boy or girl popular? 
12, Isa girl expected to invite her escort in after a date? 
18. How can one refuse a date and encourage the boy to call again? 
14. Is there such a thing as dating too much or too little? 
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15. Are necking and petting necessary for popularity? 

16. What are the advantages and disadvantages of having a variety of 
friendships? 

17. What are the advantages and disadvantages of going steady? 

18. Is kissing expected on a first date? 

19. Should one use dates as a means of meeting people? (even if he 
does not like the date) 

20, Should the boy ask the girl’s parents what time she is expected 
home? 

Projects: 


a. Organize a panel to discuss questions of primary concern. 
b. Make a questionnaire and submit to various groups. 
(1) Check the average answer of the boys as compared with 
the average answer of the girls. 
(2) Check the average answer of the senior as compared with 
that of a junior. 
(3) Check the average answer of the student as compared with 
that of the parent, 
c. Write a skit or play in which the various questions are answered 
with situations. 
d. List personality traits that make for popularity. 


8. General activities, 


a. Panel discussions based on needs of students. 

b. Joint class meetings considered necessary by students to develop 
better relationships and further understanding. 

c. Speakers for combined groups—topics, 
(1) Senior Prom—the male viewpoint; the female viewpoint. 
(2) Further discussions in separate classrooms. 

d. Movies; filmstrips (example). 

(1) “Junior Prom.” 

(2) “Manners Made Easy.” 

Student-planned assembly programs for entire student body. 

Student speakers from other countries discuss their methods of 

handling similar problems. 


mio 


4. Additional methods of achieving curriculum objectives. 


a. Coöperation with the home and community-home. Visitation 
program adopted as a school policy establishes an understanding 
of home life, background, and social training. 

b. Coöperation with the senior class in regard to social functions. 


& oc with school organizations in correlation of prob- 
lems. 
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(1) Intramurals—mixed volleyball teams; badminton; dancing; 
ping pong. 
(2) Game room—leisure-time activities. 
(3) Council of student representatives—school policies; assem- 
bly programs. 
d. Group participation in class planning. 
e. Supervised study enables instructor to give individual attention. 
f. Required reading lists provide additional information for spe- 
cific sections of the unit. 
g. Reference library in classroom—emphasis on the value of stu- 
dent research. 
h. Use of a manikin purchased by the Health and Science depart- 
ments for classroom discussion.+? 


Any one of these units is susceptible to interesting treatment involv- 
ing student participation. The teacher should not do all the talking. A 
sex lecture is generally ineffective. The student should be expected to 
participate by raising questions, discussing, contributing information, 
working on committees, and making investigations. To study the mat- 
ter of child adoption by sending a committee to visit an adoption 
agency or nursery and report their findings to the class would be 
effective. Likewise, a visit to a maternity ward, an investigation at the 
district attorney's office of abortion rackets, an exhibit in the classroom 
of a complete layette borrowed from a department store, and a class- 
developed code of behavior are examples of opportunities for students 
to participate. The emphasis on doing as well as mere talking can take 
much of the tension off discussions in this area and both teachers and 
students can feel more comfortable. 

How broad is the field of sex instruction? Are there sub-areas which, 
for the good of the total situation, the teacher had best not handle? 


The field is tremendously broad and great discretion and good taste 


must always be used by the teacher in admitting to or barring from 
iety or actual 


the syllabus or discussion certain areas of doubtful propri 
taboo. No one has ever suggested that the schoolroom was the place 
to “cover the water front,” as it were. There are some areas best left 
untouched, some which might be appropriately admitted depending 

10 ; : Foster Elliott of Garfield Heights High 
ain Fe Blaine eatin with the Departments of Social 
Studies and Guidance, 1951. 
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on the local situation, and others which could be admitted with safety 
almost anywhere. A rough screening of the material available for 
teaching would, on the foregoing basis, appear something as fol- 


lows: 


I. Areas of possibility—acceptable for school discussion virtually every- 
where. 


a. Primary years, J 
1. Functions of elimination as they relate to the genitalia including 


2. 


8. 


4 


protection and care. 

The phenomenon of birth—the coming of the baby—reproduc- 
tion in plants and animals. 

Early social friendships—manners and courtesies between sexes. 
Early conceptions of sex differences. 


b. Intermediate years, 
- Mental and physiological changes attendant upon growth—con- 


2. 


8. 
4, 


tinuation of sex differences, 

Continuation of social and ethical relationships between the 
sexes—social friendships. 

Early lessons in hereditary influence, 

Basic sources of information on sex problems, 


c. Puberty and adolescence. 


A CO 


. Secondary sex characteristics and phenonomena. 
2. 


Full discussion of friendly relationships between the sexes—social 


and ethical problems—social standards—origins of social rela- 
tionships. 


- Discussion of preliminary emotional experiences. 
- Continuance of information on the phenomena of reproduction— 


further discussion where necessary of genitalia and reproductive 
process, 


5. Mate choosing—the nature of affection and love. 
6. Continence—ethical, biological, and psychological factors. 
7. Venereal disease—prevention and care. 
8. Factors important in the establishment of a home, 
9. Scientific sources of information, 
d. Adulthood. 
1. 


2 
3. 
4 


The case for and against birth control—social, ethical, and bio- 
logical, 


- Parental responsibilities, 


Home and family life problems—homemaking. 


» Care and development of children. 
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Il. Areas of caution—may be unsuitable for school discussion because of 
lack of satisfactory scientific information or because of local objections. 
The basis for sex and emotional control in human life. 
The relation of intelligence to love. 
The biological foundation of morals. 
The process of birth—conception—delivery—normal and ab- 
normal phenomena. 
Sterilization. 
The testicular and ovarian hormones. 
Rejuvenation, 
Artificial impregnation. 
Sexual practices during pregnancy. 
10. Sex perversions. 

Ill. Areas of taboo—no place in the classroom. 

1. Abnormal sexology—sexual aberrations. 

2. The modus operandi of sexual intercourse. 

3. Techniques of birth control. 


po tor 


OMADM 


Obviously teachers of health education must be well prepared to 
handle safely and efficiently the material in this area. Certainly the 
answers to many student problems will not be found in the details of 
anatomy and physiology of the reproductive systems. Much more is 
needed. Teachers expecting to be helpful to students throughout these 
units on social living should have a fairly well-rounded background in 
the organic, psychological, and social factors which influence behavior 
in these situations. Adequate preparation is essential. It would be rec- 
ommended that much of this material be left untouched unless the 
teacher is prepared to do a competent job on it. It is difficult to de- 
lineate what knowledge is necessary; impossible, in fact, to place here 
specific suggestions. The teacher should read the outstanding basic 
books on the subject and, after reading them, should proceed with a 
continuous plan of improving his understanding of the area. 

Knowledge of the social problems of the adolescent, their nature, 
cause, and solutions, is basic. The knowledge of the anatomy and 
physiology of the reproductive system is but preliminary in prepara- 
tion to the true dealing with the problems. The students deserve highly 
competent handling of this entire field. 

Teachers experienced in dealing with the subject frequently come 
to these conclusions about it: 
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1. “Instruction concerning sex should be a normal part of courses 
designed to have a much broader educational purpose. Life science, 
biology, or hygiene form excellent mediums.” 1 

2. “The unit on sex hygiene should not be placed prominently near 
the beginning of the course, nor should it be last. Teachers and stu- 
dents should have ample time to become acquainted,” 12 

3. No prominence at all should be given the approaching unit—no 
special announcements, no segregation or division of the class just for 
this unit, no special visitors, nothing which is out of the usual routine 
of the course. The unit should be “taken in stride,” 

4. “While a clear-cut and thorough factual knowledge is a necessary 
preliminary to ethical interpretations, the social implications of sex 
should be presented with sincerity and conviction.” 13 

5. The teacher should retain throughout the unit a nice sense of 
humor—not letting the discussions get too “heavy” and being alert to 
turn potentially embarrassing moments into moments of laughter. The 
discussion must be kept on an objective, understandable, and human 
plane, being allowed neither to become grim, tense, and heavy nor to 
degenerate into a “smut” session, 

6. The teacher should feel no hesitation about using the slang of 
the day in discussing a point at issue. Vulgarisms and obscenities are, 
of course, barred but the harmless slang expressions for dates, love- 
making, or marriage are acceptable and help to ease a situation which 
otherwise might be tense. 

7. “Fear is not nearly as effective a deterrent as positive idealism; 
therefore, loyalties, family ideals, self-respect, self-restraint, and mod- 
eration should be taught rather than the danger or horrors of venereal 
disease.” 14 

8. “Children tend to absorb only that information which serves im- 
mediate needs or answers immediate questions. Some provision for 
continuously meeting the child’s sex problems is manifestly ideal. If 
this is not feasible, as many problems as possible should be met prior 
to adolescence. . . . When, too, instruction is delayed until adoles- 
cent development is under way . . . the teacher’s job becomes more 


difficult.” 15 


H Adapted from Williard W, Beatt , Superintendent of Schools, Bronxville, 
NX, 8s published in Education, March, 1934 p, 396. : 


13 £ 
14 Ibid. ma 


15 Thid. 
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9. Teachers should be very wary indeed of talking from their own 
personal experience. Because of the wide range of individual varia- 
tions and differences in sex reactions there can be no safe “typical” 
experience. People vary tremendously in sex behaviors and, hence, 
personal experience is highly unreliable. 

10. “While single lectures in high school by some outsider may be 
preferable to ignoring the subject completely, they are typically ob- 
jectionable because they allow little opportunity for discussion and 
clarification, are frequently ‘taken the wrong way or made fun of, 
and are often saccharine and general.” 1° 

11. “Parents in schools where units on sex, reproduction, heredity, 
marriage, or social relationships are taught should be informed in ad- 
vance of the course, given easy opportunity to learn of its content, and 
told something of the methods and procedures to be used, Suggestions 
for improvement of the course should be solicited from parents and 
other interested adults.” 17 

12. Special instructors for this aspect of a health or biology course 
should not replace the regular teacher unless those specialists, as in 
an integrated project, are contributing specialized knowledge along 
with others, 

13. “The instructor should at all times be strictly honest in all state- 
ments, ready to encourge and to answer frankly all questions and 
careful to distinguish fact from belief or interpretation.” Likewise, 
the instructor should readily admit that he does not know the answer ` 
if such is the case and proceed then to help the students and himself 
find it. There is certainly no disgrace in not knowing the answers to 
human problems. A teacher concerned about “losing face” by admit- 
ting he does not know should safeguard his pride by telling the class 
at the outset that the answers to many of their questions remain 
in the realm of the unknown and that they can only hunt for clues 
together.18 

14, Teachers should not be chosen for this kind of instruction only 
on the basis of their scientific preparation. Because the discussions are 
so close to students, so intimate and affective of a student’s life, the 
soundness of character of the teacher is of even greater importance. 

15. Segregation by sexes is not a requisite for effective instruction. 
Few items of importance must be omitted to save embarrassment in 


16 Ibid. 17 Ibid. 18 Ibid. 
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mixed classes. Certainly if the class starts out mixed it should stay 
that way through the unit on sex hygiene. Likewise, there is no reason 
to believe a skilled man could not teach successfully a group of girls 
or a woman a class of boys. It depends entirely upon the skill, prepa- 
ration, and seriousness of purpose which the teacher brings to the 
grou . 

16. When should the work be given? There is no “ripe” time in par- 
ticular for the unit on sex hygiene. Every year, every day is the stra- 
tegic time for instruction. There are needs for this kind of instruction 
from infancy to senility. No one unit given in some magical semester 
will clear away all previous questions and solve all problems which 
will arise in the future. Need for instruction, or at least advice and 
counsel, is continuous. Units of work in any school year from first 
grade through college will be fruitful. Certainly any year of the senior 
high school would reap a full harvest of questions and problems. 


The Area of Mental Hygiene 


The study of mental hygiene is increasing in popularity and promi- 
nence as time goes on. Treatment of it in hygiene classes has become 
a necessity, Formerly a hygiene teacher needed to pay little attention 
to problems of psychological health; the organic or scientific aspects of 
health were considered adequate coverage. At present, however, the 
situation is radically different. Partly because of a growing under- 
standing of the interaction between “mind” and “body”—psychoso- 
matic relationships—and partly because of a growing student demand 
for consideration of psychological problems, the area is now a major 
one of any health course of study, 

It requires no special treatment. The same techniques of problem 
discovery, grade placement, and student participation apply here as 
elsewhere. Students are in need of discussion of their problems, not 
their anatomy. The description of the brain and spinal cord, gray and 
white matter, the nature of instincts and reflexes, the location in the 
brain of the centers for sight, hearing, and memory—all such detail 
is no doubt very interesting to some but to many it is dull. 

In this area there are student problems to be prevented or solved 
and student questions to be answered. It is futile to think that instruc- 
tional classroom services are all that are needed to deal with the psy- 
chological and behavior problems in school. Guidance programs, 
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psychological counseling, and an analysis and reform of the psycho- 
logical aspects of the teaching-learning process are needed effectively 
to influence student adjustment and behavior. Classroom instruction is 
only a facet of the needed program. 


Such instruction, by constructing units of work as in other areas of 


health, can bring helpful classroom discussion on questions like the 
following: 


1 


What are the characteristics of a normal mind—and a normal adjust- 
ment to one’s environment? 

Does one have to learn to adjust or does it come naturally? 

What does intelligence or mental processes have to do with health? 
Does good health include the way a person thinks? 

What does heredity have to do with making a normal mind? 

Is self-analysis a good thing? 

Is it harder to get along with people now than it used to be? 

Can one’s mental health be built up like physical health? 

Does a person’s physical health affect him psychologically? 

How can one prevent nervousness? 


. What is temperament? What are moods? 


Is there such a thing as nervous or emotional energy? 
Can worry be prevented? Fear? Insanity? Epilepsy? Alcoholism? 


. Is there any intelligent basis for superstition? 


Is it human nature to worry and fret? 


And here are examples of the kinds of problems which are suscep- 
tible to some form of class treatment: 


Homesickness. 

. Fear of competitive games. 

8. Wanting to play and be alone. 
4. Dislike for the opposite sex. 
5. Stealing, cheating, and lying. 
6. Temper flare-ups. 
fé 
8 


ir 


. Poor sportsmanship. 
. Cruelty to others and to animals. 
9. Inability to accept criticism. 
10. Insistence on own way. 
11. Inability to make decisions. 
12, Dependence upon others for praise and attention. 
18. Daydreaming and absent-mindedness. 
14. Fears, 
15, Feelings of inferiority and inhibition. 
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As an example of an attempt made by one group to deal with prob- 
lems in this area, the following unit has been worked out: 


Unit I. Adjusting to College Life and Mental Health 


1, What are some common problems that men encounter at the University? 
» What counseling agencies are available to young men to help them with 
certain of these problems? 
a, Adjustment problems in general and vocational guidance. 
b. Financial problems needing scholarship assistance, loans, or em- 
ployment. 
Problems related to inability to study properly or effectively. 
Problems related to difficulty in mathematics or reading. 
Problems of speech or hearing, 
Problems of marital or premarital character. 
Problems related to health, 
Learning how to dance, 
i. Legal aids, 
8. What is personality? Mental health? How does personality take shape? 
Good mental health comes then when you (the personality) satisfy your 
drives, feelings and emotions and still meet in a satisfactory manner the 
demands of your social and physical environment, 
How does personality take shape? 


The Way We learn 


a. Introjection 
b. Identification 
c. Sublimation 


“oa ho 2.0 


Personality Needs Person Situations 
Physiological Drives Laws Home 
food, sleep Feelings Customs Church 
activity Emotions Traditions ) Companions 
Taboos School 
Social Period of Adjustment 
status 
affection Success Maladjustment 
sense of belonging 
Li omnis) 
respect broken personality broken situation 


success 


ye 
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4. What mental mechanisms do we sometimes use to resolve our conflicts? 
Are these harmful? 


Competition Between Personality and Environment 


Escape Reaction Fight Reaction Constructive Compromise 


Dodge responsibilities. Refuse to coöperate. Make decision that will 
bring the most enjoy- 


Become sick: malingerer; Bitterness. ment and satisfaction in 
“gold bricker.” the long run—a test of 
Troublemaker. growing up. 


Make-believe “attitude” 
is unhealthy way to Griper. 
escape environment. 


5. What are some of the personality traits that make for successful adjust- 
ment on the job and in society? 


appearance expression 
agreeableness intelligence 
manners self-confidence 
interests dependability 
temperament loyalty 


6. What practices can one follow which aid him to develop a pleasing 
personality, mental health, and efficiency? 
(1) Scientific attitude. 
a. Analyze yourself. 
b. Analyze the demands your environment places on you; also your 
goals in relation to your abilities. What changes should be made? 
c. Face reality. 
d. Seek competent help when necessary. 
(2) Normal social relations. 
a. Getting along with others, making friends. stall 
b. Get into a social group and extra-curricular activities. 
c. Recreational life; hobbies, physical activity, ete. 
(3) React, but react favorably. j 
Control means the utilization of nervous energy in developing a new 
and healthful activity that may take the place of an unwholesome 
activity. 
4) Men itself. 
i a pee your own work; mental efficiency follows the same 
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law of function as does physical—i.e., only become a good runner 
by running, only become efficient in speaking by speaking, writ- 
ing by writing. The man that copies another man’s theme learns 
only to be a good copier. The man that leans on someone else 
only learns to become dependent on others. 
b. Budget your time; balance of work, play, and rest. 
Required reading for students: 
1. Diehl, H. S. Elements of Healthful Living. New York: McGraw- 
Hill Book Co., 1950, chapter on “Mental Health.” 
References for students: 
1. McKinney, Fred. The Psychology of Personal Adjustment. New 
York: John Wiley & Sons, Inc., 1949. 
2. Overstreet, H. A. The Mature Mind. New York: W. W. Norton & 
Co., 1949. 
8. Dunbar, Flanders. Mind and Body. New York: Random House, 
1947, 
4. Hygeia, “Normal Abnormalities,” September, 1938. 
Films available through teaching aids: 
Emotional Health. A McGraw-Hill Text-Film.1 


Controversial Areas 


There are several areas of potential controversy in health education. 
One can get into an argument over almost anything from the unim- 
portant problem of drinking a certain amount of water each day up 
to the always perplexing one of whether some of the “doubtful” 
areas of sex hygiene should be taught. Principally, however, the ele- 
ments of objection are to be found in the areas of sex education, heal- 
ing, the administration of medical care, alcohol and tobacco, and 
preparation for teaching. The first four of these are teachable areas, 
the fifth is a professional one. The teacher will have to face them all 
with conviction based upon evidence and experience. 

The sources of controversy vary. Sometimes citizens in the commu- 
nity object to certain teaching, e.g., about Christian Science. Some- 
times the school principal dislikes to have the teacher deal with pre- 
marriage problems. Sometimes the medical society may object to the 
lack of training of a teacher for instruction, or to certain views ex- 
pressed concerning socialized medicine. It is simply impossible, in 


* Prepared by the Department of Physical Education, Division for Men, of The 
Ohio State University, under the direction of Dr. W. P. Cushman, 1952. 


Se 
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the course of a year’s good teaching, to avoid controversial areas. One 
should, therefore, have a technique for meeting objections, embody- 
ing, perhaps, some of the following: 

1. Teachers should keep rather full notes of what they and students 
say or do in these areas of controversy. This is for “the sake of the 
record.” It is always helpful, when someone demands to know “What 
is it you are teaching these young people?” to be able to show them. 

2. Teachers should keep as full a record as possible of the student 
problems or questions asked about the areas. It frequently helps to 
show that the teacher did not “put such things in the heads of stu- 
dents” but that such things were already there and were being given 
an airing for purposes of getting information scientifically rather than 
from unauthorized sources. 

8. When critics bring the issue to the principal (they will rarely 
bring it to the teacher himself), the teacher, if called to discuss the 
matter, should meet the issue fairly, courageously, aggressively, and 
with the best interests of the students in mind. There is no cause to 
be intimidated by critics of any sort. Teachers should, when the provo- 
cation arises, be prepared to take the case to any “judge,” present the 
need and its answer, and be content to rest the case with the authori- 
ties for settlement. 

4. Sometimes, in face of rumors of objection or of stated criticism, 
teachers find it helpful to go directly to the critics, lay the cards on 
the table, and seek a settlement. Frequently such personal conferences 
will result in a “settlement out of court” which is to the advantage of 
students. 

5. Teachers should remember that, even though they are public 
servants, they are professional and need not quiver to the whip of 
every local politician or run away and hide when the local dowager 
and arbiter of society begins to wag the tongue. With surprising fre- 
quency the community applauds the teacher who stands up for his 
rights and defends the opportunity of children to learn. 

6. Any such attitude of aggressive defense must be based solidly 
on a scientific position. If a teacher has been dealing with religious 
healing, for example, in any other terms than in full view of all that 
is known about psychosomatic medicine, then he has a much weaker 
defense, If, in dealing with boy-girl relationships, the teacher has al- 
lowed vulgarisms to creep in, or has made the discussion too personal, 
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or has simply taught the unit unprepared to do so, then he is vulner- 
able, One can meet controversy successfully if one is sure of his posi- 
tion. There is nothing quite as contributory to such confidence as a 
thorough and constant preparation in the science of hygiene and in 
the science of education. 

7. Much potential objection from dealing with sex hygiene, venereal 
disease, insanity, and other extraordinary areas can be avoided if one 
tries not to be spectacular or shocking, uses simple terms, avoids the 
abnormal and the morbid, and keeps a sense of humor throughout. 


SELECTED READINGS 


Biester, Griffiths, and Pearce, Units in Personal Health and Human Rela- 
tions, University of Minnesota Press, Minneapolis, 1947. 

Brownell, Clifford L., Principles of Health Education Applied, McGraw- 
Hill Book Co., New York, 1949. 

Grout, Ruth E., Health Teaching in Schools, W. B. Saunders Co., Phila- 
delphia, 1953. 

Nash, Jay B., Teachable Moments. A New Approach to Health, A. S. Barnes 
and Co., New York, 1938. 

National Education Association and American Medical Association, Health 
Education, Report of the Joint Committee on Health Problems in Educa- 
tion, The Associations, Washington, 1948. 

See also “Selected Resources for Teachers” in Chapter 8. 


Teacher Preparation 
and Resources 


NTIL very recently colleges and universities have made no effort 
to provide curriculums for the health education teacher. For years 
the personnel has come from other fields, principally physical educa- 
tion, nursing, home economics, and the biological sciences. Occa- 
sionally, and mainly in colleges, the teachers of hygiene have been 
physicians. Two developments in recent years indicate, however, that 
in the future a health education teacher may have the adequate prep- 
aration the area deserves: (1) The four- and five-year curriculums for 
preparing physical education teachers are being materially strengthened 
in school health education, and (2) major curriculums are being devel- 
oped specifically for the purpose of preparing teachers in school and 
public health education. 

To teach successfully in health education, one needs to know a great 
deal. It is not unreasonable to point out that preparation in physical 
education per se, or nursing, or medicine, or home economics, does 
not equip one well to serve in a health instruction capacity. That is, 
there is no reason to believe that such specialized training and nothing 
else will suffice. Something more is needed before one can competently 
undertake to construct and use a course of study in school health in- 
struction. This additional preparation could well consist of four areas 
of study: 


l. The philosophy, principles, techniques, and evaluating procedures 
of modern education. Not just anyone can successfully teach any 
more than just anyone can practice medicine or nursing. Prepara- 
tion is necessary, techniques must be practiced, knowledge must 
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be acquired. A point of view and philosophy need to be developed. 
Thus, anyone who teaches must be familiar with the professional 
aspects of education itself. 

2. Hygiene. A preprofessional understanding of anatomy and physi- 
ology as may have been learned in undergraduate days is helpful 
and basic, but insufficient to enable the teacher to meet the many 
demands of modern hygiene teaching. Preparation of a thorough 
sort must be had in personal hygiene and in general and commu- 
nity hygiene, 

8. Special areas. Because much of the interesting and absorbing part 
of any course or course of study will deal with problems involved 
in immunology, sex, reproduction and marriage, nutrition, genetics, 
mental hygiene, and child development, the teacher should be espe- 
cially well prepared in these areas. Not only should collegiate 
courses be undertaken in each of these spheres but the teacher-on- 
the-job should constantly read scientific material in these areas in 
order to keep up to date. 

4. Personnel and guidance. Because school health instruction is such 
a personal matter, because it deals so frequently with individual 
and highly personal problems, the teacher must be prepared to deal 
personally with students. They will come to him for all sorts of 
advice. They will seek counsel for their difficulties, It must be 
clear that the teacher is in no sense a physician (unless of course 
he is, in fact, by training) and must not pose as one in any way. 
He will, however, have many opportunities to give help in organ- 
izing the personal regimen of his students and will need to 
au many resources ready to use in his referral and guidance 
work, 


These are the four principal areas which need to be secured against 
oversight when one enters school health education from other fields. 
The curriculum which prepares directly for health education will un- 
doubtedly contain adequate preparation in the physical and biological 
sciences, the social sciences, psychology, education, and principles and 
techniques of school and public health education, These areas studied 
in relation to thorough preparation in the many aspects of hygiene 
should provide one with sufficient background to undertake teaching 
in school health education, 
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IN-SERVICE PREPARATION 


There is no field which exceeds school health education in its de- 
mand upon the teacher to keep up to date. To interpret to students 
the findings from fast-moving science alone requires constant study 
of scientific literature, constant attendance at professional meetings. 
-To dispel the folklore and tradition, to eliminate the superstitution and 
quackery, to answer the thousands of simple daily questions related to 
healthful living requires constant and discriminating reading of pro- 
fessional materials. To know truth from fiction, fact from fancy re- 
quires the development of a sense of discrimination which can only 
be cultivated by a liberal and persistent reading of the literature from 
the scientific fields. 

The teacher in service could well follow a program of self-improve- 
ment involving something of all the following suggestions: 


l. The acquisition of a professional library of standard works in 
hygiene and its special fields, The bibliography at the end of this 
chapter makes specific suggestions for such books. 

2. The subscription to professional journals. From three to five weekly 
or monthly magazines are virtually indispensable to a teacher in 
health education. Articles on recent discoveries, new points of view, 
experiences of others are needed in the modern classroom. The 
bibliography has several suggestions in this category. 

3. Attendance at lectures, institutes, conferences, workshops, and other 
such special events. 

4. Graduate university training. It can well be recommended that 
teachers should return to the campus periodically for additional 
courses, perhaps in areas not previously explored, perhaps to ac- 
quire new information in familiar areas. Such study is highly prof- 
itable particularly in some of the special areas of school health 
education to which general courses have not given full treatment. 


There is, of course, no substitute for personal interest and zeal for 
self-improvement. Health instruction is a live, vibrant field, deserving 
imaginative and enthusiastic teachers. It can be ruined by teachers 
who are still dispensing information a half-century old or whose con- 
ception of teaching is typically to have the students memorize the 
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enzymes in the alimentary canal. It can be absorbing, however, if the 
teacher is alert to modern problems, is scientific in his hygiene and 
contemporary in his educational point of view, and is willing to keep 
himself abreast of the times by diligent and constant application to 
the best reading of the day. 


SELECTED RESOURCES FOR TEACHERS 


In addition to selected readings at the end of each chapter the fol- 
lowing resources will be helpful to the teacher: 


Resource Books on PERSONAL AND Pusiic HEALTH 


Ackerman, Lloyd, Health and Hygiene, The Jacques Cattell Press, Lan- 
caster, Penna., 1948. 

Bauer, W. W., Health Questions Answered, The Bobbs-Merrill Co., Indian- 
apolis, 1937. 

Beck, Lester F., Human Growth, Harcourt, Brace and Co., New York, 1949. 

Birkeland, J. M., Microbiology and Man, Appleton-Century-Crofts, New 
York, 1949. 

Byrd, Oliver E., Health Instruction Yearbook, Stanford University Press, 
Stanford University, annual. 

Cattell, Raymond B., Personality: A Systematic, Theoretical, and Factual 
Study, New York, McGraw-Hill Book Co., 1950. 

eae Lester and Alice, Mental H ygiene, McGraw-Hill Book Co., New York, 
1951. 

Diehl, Harold S., Textbook of Healthful Living, McGraw-Hill Book Co., 
New York, 1941. 

Dublin, Louis I., The Facts of Life from Birth to Death, Metropolitan Life 
Insurance Company, New York, 1951. 

Erskine, Earl B., Hygiene and Public Health, Prentice-Hall, Inc., New 
York, 1949. 

Hagman, Patricia (ed.), Good Health for You and Your Family, A. S. 
Barnes & Co., New York, 1951. 

Harrowes, William, Human Personality and Its Minor Disorders, Williams 
and Wilkins Co., Baltimore, 1949. 


Ge Joshua L., Peace of Mind, Simon and Schuster, Inc., New York, 


Maxey, Kenneth F., Rosenau’s Preventive Medicine in Hygiene, Appleton- 
Century-Crofts, New York, 7th ed., 1951. 
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Montagu, Ashley, On Being Intelligent, Henry Schuman, Inc., New York, 
1951. 

Rugen, Mabel (ed.), The Physical Educator Asks About Health, Report of 
the Joint Committee on Health Problems in Education of the National 
Education Association and the American Medical Association, Washing- 
ton, 1951. 

Scheinfeld, Amram, You and Heredity, Lippincott, Philadelphia. 

Spiegelman, Mortimer, Health Progress in the United States, American 
Enterprise Association, Inc., New York, 1951. 

Stolz, Herbert Rowell, and Stolz, Lois Meek, Somatic Development of 
Adolescent Boys, The Macmillan Company, New York, 1951. 

Turner, Clair E., Community Health Educators Compendium of Knowledge, 
C. V. Mosby Co., St. Louis, 1951. 

Turner, Clair E., Personal and Community Health, C. V. Mosby Co., St- 
Louis, 8th ed., 1948, 

Van Buskirk, Edgar, Principles of Healthful Living, Dryden Press, New 
York, 1948. 

Vaughn, Wayland F., Personal and Social Adjustment: Foundations of 
Mental Health, Odyssey Press, New York, 1952. 

Watson, E. H., and Lowrey, G. H., Growth and Development of Children, 
Yearbook Publishers, Chicago, 1951. 

Williams, Jesse Feiring, Personal Hygiene Applied, W. B. Saunders Co., 
Philadelphia, 9th ed., 1950. 

Williams, Jesse Feiring, and Wetherill, Lloyd G., Personal and Community 
Hygiene Applied, W. B. Saunders Co., Philadelphia, 1950. 


BOOKS ON THE PROGRAM OF ScHOoL HEALTH EDUCATION 


American Medical Association and National Education Association, School 
Health Services, National Education Association, Washington, D.C., 1953. 

Brownell, Clifford Lee, Principles of Health Education Applied, McGraw- 
Hill Book Co., New York, 1949. 

Coops, Helen L., Health Education in the Elementary Schools, A. S. Barnes: 
and Co., New York, 1950. 

Fields, Morey R., and Edgerton, Avis E., Teachers Guide for Health Edu- 
cation, Remsen Press, Brooklyn, 1949. 

Grout, Ruth E., Health Teaching in Schools, W. B. Saunders Co., Phila- 
delphia, 1953. 

Lamkin, Nina B., Health Education in Rural Schools and Communities, 
A. S. Barnes and Co., New York, 1946. 

National Education Association, Health Education, Joint Committee on. 
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Health Problems in Education of the National Education Association and 
the American Medical Association, Washington, 1948. 

National Education Association, Health in Schools, Twentieth Yearbook of 
the American Association of School Administrators, National Education 
Association, Washington, 1951. 

National Education Association, National Committee on School Health 
Policies, Suggested School Health Policies, Washington, 2nd ed., 1946, 
Nyswander, Dorothy B., Solving School Health Problems, The Common- 

wealth Fund, New York, 1942. 

Sharman, J. B., Introduction to Health Education, A. S. Barnes and Co., 
New York, 1948. 

Tumer, C. W., School Health and Health Education, C. V. Mosby Co., 
St. Louis, 1952. 

Wheatley, George M., and Hallock, Grace T., Health Observation of School 
Children, McGraw-Hill Book Co., New York, 1951. 

Williams, Jesse Feiring, and Abernathy, Ruth, Health Education in Schools, 
Ronald Press Co., New York, 1949. 


Resources oN CHILD GROWTH AND DEVELOPMENT 


American Academy of Pediatrics Committee for the Study of Child Health 
Services, Child Health Services and Pediatric Education, Report of a 
Committee for the Study of Child Health Services, The American Aca- 
demy of Pediatrics with the coöperation of the U.S. Public Health Service 
and the U.S. Children’s Bueau, The Commonwealth Fund, New York, 
1949. 

American Council on Education, Commission on Teacher Education, Help- 
ing Teachers Understand Children, The Council, Washington, 1945. 
Association for Childhood Education, Healthful Living for Children, Wash- 

ington, 1944. 

Averill, Lawrence A., The Psychology of the Elementary School Child, 
Longmans, Green and Co., New York, 1949. 

Baruch, Dorothy W., Understanding Young Children, Bureau of Publica- 
tions, Teachers College, Columbia University, New York, 1949. 

aaa F., Human Growth, Harcourt, Brace and Co., New York, 

Breckenridge, M. E., and Vincent, E. L. Child Development: Physical and 
Psychological Growth Through the School Years, W. B. Saunders Co., 
Philadelphia, 2nd ed., 1949. 


Children’s Bureau, Your Child from Six to Twelve, Department of Labor, 
Washington, 1949. 
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Cole, Luella, Psychology of Adolescence, Rinehart and Co., New York, rev. 
ed., 1948. 

Dunbar, Flanders, Your Child’s Mind and Body—A Practical Guide for 
Parents, Random House, New York, 1949. 

Faculty University School, How Children Develop, The Ohio State Uni- 
versity, Columbus, 1946. 

Furniss, Austin, Handbook of Child Health, Sylviro Publications, Ltd., 
London, 1950, 

Gallagher, J. Ruswell, Understand Your Son’s Adolescence, Little, Brown 
and Co., Boston, 1951. 

Garrison, Karl C., Psychology of Exceptional Children, Ronald Press Co., 
New York, 1950. 

Gesell, A. L., and Amatruda, C. S., Development Diagnosis, Paul B. 
Hoeber, Inc., New York, 2nd ed., 1947. 

Goodspeed, Helen C., Mason, Esther R., and Woods, Elizabeth L., Child 
Care and Guidance, J. B. Lippincott Co., Philadelphia, 1948, 

Hathaway, Winfred, Education and Health of the Partially Seeing Child, 
National Society for the Prevention of Blindess, Columbia University 
Press, New York, rev. ed., 1947. 

Havighurst, Robert J., and Taba, Hilda, Adolescent Character and Per- 
sonality, John Wiley and Sons, Inc., New York, 1949. 

Jenkins, G. G., Chacter, Helen, and Bauer, W. W., These Are Your Chil- 
dren: How They Develop and How to Guide Them, Scott, Foresman and 
Co., Chicago, 1949. 

Jersild, Arthur T., Child Development and the Curriculum, Bureau of Pub- 
lications, Teachers College, Columbia University, New York, 1946. 
Josselyn, Irene M., Psycho-Social Development of Children, Family Service 

Association of America, New York, 1948. 

Keliher, Alice V., Life and Growth, D. Appleton-Century Co., New York, 
1938. 

National Research Council, Physique, Personality, and Scholarships, Society 
for Research in Child Development, The Council, Washington, 1943. 

Olson, W. C., Child Development, D. C. Heath and Co., Boston, 1949. 

Plant, James S., The Envelope: A Study of the Impact of the World upon 
the Child, The Commonwealth Fund, New York, 1950. 

Symonds, Percival M., Adolescent Fantasy, Columbia University Press, 
New York, 1949. f 

Watson, E. H., and Lowrey, G. H., Growth and Development of Children, 
Yearbook Publishers, Chicago, 1951. 

Williamson, E. G., Counseling Adolescents, McGraw-Hill Book Co., New 
York, 1950. 
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On SAFETY EDUCATION AND SAFETY PROGRAMS 


Fishbein, Morris, and Irwin, Leslie W., First Aid Training, Lyons and 
Carnahan, Chicago, 1943. 

Hyde, Florence Slown, and Slown, Ruth Clara, Safety Programs and 
Activities, Beckley-Cardy Co., Chicago, 2nd rev. ed., 1938. 

National Committee on Safety Education, Safety in Physical Education for 
the Classroom Teacher, National Education Association, Washington, 
1952. 

National Education Association, Safety Education, Eighteenth Yearbook. of 
the American Association of School Administrators, National Education 
Association, Washington, 1938. 

National Safety Council, Safety Education Methods, Elementary Schools, 
The Council, Chicago, 1940. 

National Safety Council, Safety Education Methods, Secondary Schools, 
The Council, Chicago, 1940. 

National Safety Council, Safety Education in Rural Schools, The Council, 
Chicago, 1939. 

National Safety Council, Safety in Physical Education and Recreation, The 
Council, Chicago, 1941. 

Olson, Lyla M., Prevention, First Aid, and Emergencies, W. B. Saunders 
Co., Philadelphia, 1946. 

Stack, Herbert J., Siebrecht, Elmer B., and Elkow, J. Duke, Education for 
Safe Living, Prentice-Hall, Inc., New York, 2nd ed., 1949. 


Resources on SOCIAL AND FAMILY LIVING 


Allison, Samuel D., and Johnson, June, VD Manual for Teachers, Emerson 
Books, Inc., New York, 1946. 

Biegel, Hugo G., Encyclopedia of Sex Education, Stephen Daye Press, New 
York, 1952. 


Bowman, Henry A., Marriage for Moderns, McGraw-Hill Book Co., New 
York, 1948. 


Bundesen, Herman N., Toward Manhood, J. B. Lippencott Co., Phila- 
delphia, 1951. 


Child Study Association of America, Parents’ Questions, Harper & Brothers, 
New York, rey. ed., 1947. 


Eo Harold T., Marriage Analysis, Ronald Press Co., New York, 


Corner, George W., Attaining Womanhood: A Doctor Talks to Girls About 
Sex, Harper & Brothers, New York, 1952. 
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DeSchweinitz, Karl, Growing Up, The Macmillan Company, New York, 
1935. 

Drummond, Laura W., Youth and Instruction in Marriage and Family Liv- 
ing, Teachers College, Columbia University, New York, 1942. 

Duvall, Evelyn, and Hill, R., When You Marry, D. C. Heath and Co., 
Boston, 1945. 

Good, Frederick L., and Kelly, Otis F., Marriage: Morals and Medical 
Ethics, P. J. Kenedy & Sons, New York, 1951. 

Griffith, Edward F., A Sex Guide to Happy Marriage, Emerson Books, 
Inc., New York, 1952. 

Groves, Ernest R., Skinner, Edna L., and Swenson, Sadie S., The Family 
and Its Relationships, J. B. Lippincott Co., Philadelphia, 1946. 

Gruenberg, B. J., and Kaukonen, J. L., High Schools and Sex Education, 
Government Printing Office, Washington, 1940. 
Kinsey, Alfred C., Pomeroy, Wardell B., and Martin, Clyde E., Sexual Be- 
havior in the Human Male, W. B. Saunders Co., Philadelphia, 1948. 
Kirkendall, Lester A., Sex Education as Human Relations, Inor Publishing, 
New York, 1950. 

Klein, Robert A., and Schuman, B. J., How to Have a Baby: Techniques for 
Fertile Marriage, Hermitage Press, New York, 1951. 

Mooney, Belle S., How Shall I Teach My Child? Cadillac Publishing Co., 
New York, 1944. 

Mudd, Emily Hartshorne, Practice of Marriage Counseling, Association 
Press, New York, 1951. 

Sadler, W. S., A Doctor Talks to Teen-agers: A Psychiatrists Advice to 
Youth, C. V. Mosby Co., St. Louis, 1948. 

Scheinfeld, Amram, Women and Men, Harcourt, Brace and Co., New York, 
1944, 

Stone, Abraham, and Hines, Norman E., Planned Parenthood—A Practical 
Guide to Birth Control Methods, Viking Press, New York, 1951. 

Welshimer, Helen, The Questions Girls Ask, E. P. Dutton and Co., New 
York, rev. ed., 1949. 

Whitman, Howard, Let’s Tell the Truth About Sex, Pellegrini and Cudahy, 
Inc., New York, 1948. 


On NUTRITION 


Bauer, W. W., Eat What You Want, Greenberg: Publisher, New York, 1942. 
Bogert, L. Jean, Good Nutrition for Everybody, University of Chicago Press, 


Chicago, 1942. à 
Bradbury, Dorothy E., and Drenckhahn, Vivian N., Good Food and Nutri- 
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tion fori Young People and Their Families, John Wiley and Sons., Inc., 
New York, 1946. 

Gillett, Lucy H., Nutrition in Public Health, W. B. Saunders Co., Phila- 
delphia, 1946. 

Hawley, Estelle E., and Carden, Grace, The Art and Sciene of Nutrition, 
C. V. Mosby Co., St. Louis, 1944, 

Kilander, Holger F., Nutrition for Health, McGraw-Hill Book Co., New 
York, 1951, 

Pfaffman, Mary, and Stern, Frances, How to Teach Nutrition to Children, 
Barrows and Co., New York, 1942, 

Sherman, Henry C., The Science of Nutrition, Columbia University Press, 
New York, 1943, 

Wilmot, Jennie S., and Batjer, Margaret Q., Food for the Family, J. B. 
Lippincott Co., Philadelphia, 1944. 


Booxs on Communiry HEALTH ORGANIZATION 


Buell, Bradley, and associates, Community Planning for Human Services, 
Columbia University Press, New York, 1952, 
Cavins, Harold M., National Health Agencies, Public Affairs Press, Wash- 
ington, 1945. 
Emerson, Haven, The Selected Papers of Haven Emerson, American Public 
Health Association, New York, 1951. 
Ginsburg, Ethel L., Public Health Is People, The Commonwealth Fund, 
New York, 1950. 
Gunn, S. M., and Platt, P. S., Voluntary Health Agencies, Ronald Press 
Co., New York, 1945. 
Hanlon, John, Principles of Public Health Administration, C. V. Mosby 
Co., St. Louis, 1950, 
Hiscock, Ira V., Community Health Organization, The Commonwealth 
Fund, New York, 4th ed., 1950, 
Johns, Ray, and DeMarche, David F., Community Organization and the 
Agency Responsibility, Association Press, New York, 1951. 
Paterson, Robert G., Foundations of Community Health Education, Mc- 
Graw-Hill Book Co., New York, 1950. 
Patterson, Raymond S., and Roberts, Beryl J., Community Health Educa- 
tion in Action, C. V, Mosby Co., St. Louis, 1951. 
Shyne, Ann W., Community Organization for Child Welfare, Montgomery 
County, Pennsylvania, 1943, 
Smillie, Wilson G., Public Health Administration in the United States, 8rd 
„ed, The Macmillan Company, New York, 3rd ed., 1947. 
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PERIODICALS FOR THE TEACHER'S OR SCHOOL LIBRARY 


American Journal of Hygiene, 615 N. Wolfe St., Baltimore, Md. 

American Journal of Nursing, American Nurses Association, 50 W. 50th St., 
New York, N. Y. 

American Journal of Public Health, 1790 Broadway, New York, N. Y. 

Channels, National Publicity Council for Health and Welfare Services, Inc., 
257 Fourth Ave., New York, N. Y. 

Child Development, Society for Research in Child Development, National 
Research Council, 2101 Constitution Ave., Washington, D.C. 

Child Study, Child Study Association of America, 221 W. 57th St., New 
York, N. Y. 

Childhood Education, Association for Childhood Education, International, 
1200 15th St., N.W., Washington, D.C. j 

Health Articles of the Week, The National Health Council, 1790 Broad- 
way, New York, N. Y. 

Health Bulletin for Teachers, Metropolitan Life Insurance Co., Health and 
Welfare Division, 1 Madison Ave., New York, N. Y. 

Journal of the Amercian Dental Association, The American Dental Associa- 
tion, 222 E. Superior St., Chicago, Ill. 

Journal of the American Medical Association, 535 N. Dearborn St., Chicago, 
Ill. 
Journal of Exceptional Children, International Council for Exceptional Chil- 
dren, Saranac, Mich., Michigan State Normal College, Ypsilanti, Mich. 
Journal of Health and Physical Education, American Association for Health, 
Physical Education, and Recreation, 1201 16th St., N.W., Washington, 
BA aH 

Journal of School Health, American School Health Association, 8335 Main 
St., Buffalo, N. Y. 

Menial Hygiene, National Commission for Mental Hygiene, 1790 Broadway, 
New York, N. Y. 

National Parent-Teacher Magazine, National Congress of Parents and 
Teachers, 600 S. Michigan Blvd., Chicago, il. 

National Safety News, National Safety Council, 20 N. Wacker Drive, 
Chicago, Ill. 

Nutrition Reviews, The Nutrition Foundation, Inc., Chrysler Bldg., New 
York, N. Y. 

Public Health Nursing, National Organization of Public Health Nursing, 
1790 Broadway, New York, N. Y. £ f 

Public Health Reports, U.S. Public Health Service, 19th St. and Constitution 
Ave., N.W., Washington, D.C. 
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Public Safety, National Safety Council, 20 N. Wacker Drive, Chicago, Ill. 

The Child, Children’s Bureau, Federal Security Agency, Washington, D.C. 

Today's Health, American Medical Association, 535 N. Dearborn St., Chi- 
cago, Ill. 

Understanding Your Child, The National Committee for Mental Hygiene, 
Inc., 1790 Broadway, New York, N. Y. 


Sources or Fiims 


A Comprehensive Guide to Films on Health and Welfare, See and Hear 
Magazine, 812 N. Dearborn St., Chicago, Ill. 

A. F. Films, 1600 Broadway, New York, N. Y. 

An International Index of Films and F ilmstrips on the Health and Welfare 
of Children, Prepared by the United Nations Educational, Scientific and 
Cultural Organization and the World Health Organization, Columbia 
University Press, New York, 1950. 

Association for Childhood Education, International, Films Interpreting 
Children and Youth, Washington, 1948. 

Association Films, 35 W. 45th St., New York, N. Y. 

Athletic Institute, 209 S. State St., Chicago, Ill. 

Bell & Howell Co., 1801-1815 Larchmont Ave., Chicago, Ill. 

Bibliography of Public Health Motion Pictures and Film Strips, Assembled 
by Thomas C. Stowell, Assistant Director, Office of Public Health Edu- 
cation, New York State Department of Health, and Anne J. Edmund, 
Health and Welfare Division, Metropolitan Life Insurance Co., New York. 

Brandon Films, 1700 Broadway, New York, N. Y. 

Bray Studios, Inc., 729 Seventh Ave., New York, N. Y. 

Castle Films, Inc., Field Building, Chicago, Ill., or Rockefeller Plaza, New 
York, N. Y. 

Coronet Films, Coronet Building, Chicago, Ill. 

Educational Screen, 65 E, Lake St., Chicago, Ill. 

Educators Guide to Free Films, 11th ed., Compiled and edited by Mary 


Foley Horkheimer and John W. Diffor; John Guy Fowlkes, Educational 
Consultant, 

Educators Progress Service, Randolph, Wis, 

Encyclopaedia Britannica Films, 20 N. Wacker Drive, Chicago, Ill. 

Erpie Classroom Films, Inc., 1841 Broadway, New York, N. Y. 

Film Council of America, 1600 Eye Street, N.W., Washington, D.C. 

International Film Bureau, Inc., 6 N. Michigan Avenue, Chicago, Ill. 

McGraw-Hill Text-Film Division, 380 W. 42nd St., New York, N. Y. 
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Motion Picture Association of America, 1600 Eye St., N.W., Washington, 
DiC; 

National Film Board of Canada, 400 W. Madison St., Chicago, Ill., and 1270 
Avenue of Americas, New York, N. Y. 

Society of Visual Education, Inc., 100 E. Ohio St., Chicago, Ill. 

The Education Film Guide and Filmstrip Guide, H. W. Wilson Co., 950 
University Avenue, New York, N, Y, 

Wilson, H. W., Co., Education Film Guide, 950 University Avenue, New 
York, N. Y. 

Young America Films, 18 E. 41st St., New York 17, N. Y. 


RELIABLE SOURCES OF PRINTED MATERIAL—FREE AND OTHERWISE 


American Academy of Pediatrics, 636 Church St., Evanston, Ill. 

American Association for Health, Physical Education, and Recreation, 1201 
16th St., N.W., Washington, D.C. 

American Automobile Association, Pennsylvania Ave. at 17th St, N.W., 
Washington, D.C. 

American Cancer Society, 47 Beaver St., New York, N. Y. 

American Council on Education, 1785 Massachusetts Ave., N.W., Washing- 
ton, D.C. 

American Dental Association, 222 E. Superior St., Chicago, II. 

American Foundation for the Blind, 15 W. 16th St., New York, N. Y. 

American Hearing Society, 1537 35th St., N.W., Washington, D.C. 

American Heart Association, 1790 Broadway, New York, N. Y. 

American Home Economics Association, Mills Bldg., 17th St. and Pennsyl- 
vania Ave., Washington, D.C. hey 

American Legion (National Child Welfare Division), 777 N. Meridian St., 
Indianapolis, Ind. 

American Medical Association, 535 N. Dearborn St., Chicago, ill. 

American Nurses Association, 1790 Broadway, New York, N. Y. 

American Public Health Association, 1790 Broadway, New York, N. Y. 

American Red Cross, 18th and E Sts., Washington, D.C. 

American School Health Association, 3335 Main St., Buffalo, N. Y. 

American Social Hygiene Association, 50 W. 50th St., New York, N. Y. 

Association for Childhood Education International, 1200 15th St, NW., 
Washington, D.C. 

Athletic Institute, 209 S. State St., Chicago, Ill. 

The Borden Company, 221 N. LaSalle St., Chicago, ill. 

Carnation Milk Co., Oconomowoc, Wis. 
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Child Study Association of America, 132 E. 74th St., New York, N. Y. 

Child Welfare League of America, 180 E. 22nd St., New York, N. Y. 

Evaporated Milk Association, 807 N. Michigan Avenue, Chicago, Ill. 

Fowlkes, J. G., Educators Index of Free Materials, Educators Progress 
League, Randolph, Wis., 1944. 

John Hancock Mutual Life Insurance Co., Boston, Mass. 

Metropolitan Life Insurance Co., 1 Madison Ave., New York, N. Y. 

National Association for Mental Health, Inc., 1790 Broadway, New York, 
N. Y. 

National Association of Secondary School Principals, 1201 16th St., N.W., 
Washington, D.C. 

National Better Business Bureau, Inc., 405 Lexington Ave., New York, N. Y. 

National Committee for Mental Hygiene, 1790 Broadway, New York, N. Y. 

National Congress of Parents and Teachers, 600 S. Michigan Blvd., Chicago, 
Ill. 

National Education Association, 1201 16th St., N.W., Washington, D.C. 

National Foundation for Infantile Paralysis, 120 Broadway, New York, N. Y. 

National Health Council, 1790 Broadway, New York, N. Y. 

National Organization for Public Health Nursing, Inc., 1790 Broadway, New 
York, N. Y. 

National Recreation Association, 315 Fourth Ave., New York, N. Y. 

National Safety Council, 20 N. Wacker Drive, Chicago, Ill. 

w o ao for Crippled Children and Adults, 10 S. LaSalle St., Chi- 
cago, Ill. i 

eoa Society for the Prevention of Blindness, 1790 Broadway, New York, 

National Tuberculosis Association, 1790 Broadway, New York, N. Y. 

Planned Parenthood Federation of America, Inc., 501 Madison Ave., New 
York, N. Y. 

Public Affairs Committee, Inc., 22 E. 38th St., New York, N. Y. 

School Food Service Association, State Supervisor of School Lunch Program, 
State Department of Education, 1201 Mathieson Bldg., Baltimore, Md. 

Society for Research in Child Development, 3 E. 25th St., Baltimore, Md. 

U.S. Children’s Bureau, Department of Health, Education, and Welfare, 
Washington, D.C. 

U.S. Department of Agriculture, Washington, D.C, 

U.S. Office of Education, Department of Health, Education, and Welfare, 
Washington, D.C. 


U.S. Public Health Service, Department of Health, Education, and Welfare, 
Washington, D.C. 
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TEXTBOOK LISTINGS AND OTHER RESOURCES 


A List of Free and Inexpensive Health Instruction Materials for Primary, 
Intermediate, and Junior High Grades, Milwaukee Public Schools, Mil- 
waukee, Wis. 

American Public Health Association, How to Find What Health Education 
Materials You Are Looking For, The Association, New York. 

The American Association for Health, Physical Education, and Recreation, 
1201 16th St., N.W., Washington, D.C., issues from time to time mimeo- 
graphed bibliographies of textbooks and other resources for elementary 
and secondary school health education. 

Curriculum Laboratory, Division of Secondary Education, Teachers College, 
Temple University, Philadelphia, Penna. 

Educational Services of the Minnesota Department of Health, Units in Per- 
sonal Health and Human Relations, University of Minnesota Press, 
Minneapolis, 1947. 

Fowlkes, John Guy, and Morgan, Donald A. (eds.), Elementary Teachers 
Guide to Free Curriculum Materials, Educators Progress Service, Ran- 
dolph, Wis., 1947. 

Health Materials and Resources for Oregon Teachers, Oregon Department 
of Public Instruction, Salem, 1952. 

Steinhaus, Arthur H., and Fant, Karl E., Sources of Supplementary Materials 
for Health Instruction, American Journal of Public Health, November, 
1949, 


Evaluation of Instruction 


i Bed term evaluation means appraising something according to a 
set of values.” 1 To evaluate health instruction means to find out 
how effective it has been in the lives of students. If the classroom ex- 
perience leaves little or no imprint on the ideas or behavior of the 
students, then it has little value, If, however, the learning is such as 
to have a real bearing upon the way life is lived, then the instructional 
materials and methods may be considered good. 

In evaluating health instruction the thing appraised is the total 
learning experience—the “course,” the “subject matter,” the methods 
of organizing and presenting the material. The set of values to be used 
in appraisal must be the intended outcomes. If a man wants to evalu- 
ate—measure—the length of a table, he uses a foot rule or yardstick, 
or perhaps a metric measuring tool, depending upon whether his 
values are in feet, yards, or meters. If he wanted to evaluate fire power 
of a rocket he would, if seeking to measure its penetration potential, 
fire it against various thicknesses of concrete or steel. F irst, he would 
decide what it was he was going to evaluate: the penetrating ability of 
the rocket. Then he would establish his values: penetration into con- 
crete or steel. Then he would appraise his rocket by measuring how 
far into the steel or concrete it went when fired from a certain distance 
under stable conditions. 

Appraising health instruction is not unlike that. Values have to be 
set. What are we after in health instruction? What are the intended 
outcomes? Once values are set, then devices are constructed by which 
one hopes to tell how good the instruction has been at attaining them. 

There may be many intended outcomes of health instruction. They 


_| Health Education, Report of Joint Committee of the American Medical Asso- 
ciation and the National Education Association, 4th ed., 1948, chap. 18, p. 337. 


202 


Evaluation of Instruction 203 


may be specific, like the intention that all the students will thereafter 
be vaccinated for smallpox, or they may be rather general, like the 
intention that all students will make better adjustments to life’s prob- 
lems, or have an attitude of acceptance toward scientific discoveries. 
The teacher can aim for certain outcomes phrased in this way and 
can list them ahead of time as guides in course direction. If such a 
procedure were followed, i.e., if the teacher listed the objectives of 
each unit of work, they would probably fall into one of the following 
four categories: 


1. Health Practice or Behavior 


It is apparent that healthful behavior, conduct, living, is the princi- 
pal thing to be sought in health instruction. To get people to live ac- 
cording to the best in the scientific world is the ultimate goal. To be- 
come vaccinated, to eat adequately, to live successfully in marriage, 
to meet a crisis in life—these are goals of greatest importance. “What 
do you do?” “How do you live?” These are the prime questions to be 
asked of students as a result of instruction in health, The answers are 
an evaluation of behavior or health practice. 


2. Health Status 


What people do is closely related to what people are. The common 
salutation “How are you?” is, in essence, a form of evaluation. If, as 
a result of instruction, a student changes in his being—if he is differ- 
ent, or feels different—if a health condition has changed for the better, 
then the instruction has made a favorable contribution to his welfare. 
This sort of thing is a matter of status, organic or psychological condi- 
tion, and may be evaluated only by the application of a great many 
tests and laboratory analyses usually available only to the physician 
or technician. 


3. Health Knowledge 

Knowledge is the basis for much of behavior and status. If a person 
does not know that a serum is available for diphtheria he may never 
become immunized. If he does not know about the value of xray 
examinations for tuberculosis he may never have such an examination. 
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Knowledge is important although it must be clear that knowledge 
alone may have little bearing upon the improvement or protection of 
health. Many may know of the existence of immune serums but unless 
they act in accordance with what they know their knowledge is of little 
use. That is why health knowledge is third in importance, after be- 
havior and status, as a value in measuring the benefit of instruction, 


4. Health Attitude 


There is also the rather uncertain and somewhat tenuous value 
known as attitude. The dictionary defines an attitude as “an habitual 
way of regarding something.” One may have attitudes, therefore, about 
quacks, or vaccination, or doctors, or about “taking care of oneself.” 
Certainly the best motivation for getting things done, for living in 
accordance with the best scientific thought, is found if the regard for 
science is high—if the attitude is right. Again, however, it is not the 
attitude but the action that counts, A person may mean well toward 
vaccination, may have a fine attitude toward it, and yet if he is not 
vaccinated his attitude is valueless. Neither attitude nor knowledge 
then is an altogether reliable indicator of the value of an instructional 
program. It is what a person is and does which, in the last analysis, 
truly counts. 


METHODS OF EVALUATION 


In seeking to evaluate the worth of health instruction the teacher 
can get an estimate or a measure of each of the four values just men- 
tioned—health behavior, health status, health knowledge, and health 
attitude, Health being the exceedingly complex thing it is, no one 
estimation in any of those categories will tell the whole story of the 
effectiveness of teaching, For example, in a one-semester hygiene class 
some students may do nearly perfect work when tested for knowledge 
and yet be maladjusted emotionally in their personal lives. Others may 
carelessly expose themselves to skin disease although their “attitude” 
is all against that sort of thing. Someone may have had an undiscov- 
ered tuberculosis, but studying about the disease will have no bearing 
on its treatment unless the class provides for the actual experience of 
the x-ray and other analyses, 
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Evaluating one’s health is complicated business. Evaluating the out- 
comes of a course of instruction is only slightly less so. The products 
of teaching may not show up on the final examination. Outcomes or 
values may not be readily apparent. A college hygiene teacher once 
reported this occurrence as an illustration of deferred values: The 
teacher usually gave an interesting unit on marriage and family prob- 
lems. Year after year the unit had been given with the usual examina- 
tions testing the knowledge of the students in the subject. Once, ten 
years after the teacher had left the college, he met one of his former 
students, who told him how much that course had meant. The former 
student mentioned particularly how the unit on marriage had eased 
many a problem of his own and had helped him establish a happy 
family life. Here are deferred values. No evaluation at the time of in- 
struction would have shown these. About all one can do in evaluation 
with students at the time is to hope to get an estimation of immediate 
values. And even with that in mind it is difficult to tell what outcomes 
result from the course and what from other influences. 

Nevertheless evaluations are attempted and the following may be 
helpful in each of the four categories of values: 


1, Evaluating Health Practice 


Health behavior or practice (erroneously called “habits”) may be 
evaluated by several different techniques: 


a. THE HEALTH PRACTICE INVENTORY 


The health practice inventory allows the student an opportunity to 
record what he does. Frequently, as in the Johns Health Inventory,” 
students record whether they always, frequently, sometimes, rarely, 
or never do certain specific things. 

Or, in a booklet published by the Cattaraugus County School Health 
Service and developed by Dr. Ruth Grout;® elementary children are 
given the chance to mark as follows: 


Yesterday I did the things in the list below which I have marked “yes.” 
Those which I did not do I have marked “no.” Fill in the blank spaces. 
* Ned B. Johns, Health Practice Inventory, Stanford University Press, 1943. 


? About Myself, Cattaraugus County School Health Service, Olean, N.Y. 
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BAN 43. I greeted my schoolmates in a friendly manner. 


These inventories may be made to cover the suggested activities of 
the whole course or of any given unit. Scoring should be done with 
caution in that there are so few health practices which all should do 
always and none should ever do. For example, to fail to have a bowel 
movement every day is no indication of faulty practice; likewise, 
crossing a city street at other than an intersection may frequently be 
acceptable practice. Absolute scores for rating students for grades in 
the course are difficult to get from these inventories and they are best 
used as bases for individual consultation and as points of departure 
for class discussion. 


b. THE CONSUMER INVENTORY 


The consumer inventory is similar to the health practice inventory 
but more limited in scope. It is constructed to deal with such questions 
as “What do you use?” “What do you buy?” “Why do you buy it?” 
“Would you use... ?” Do you believe . . . ?” For example: 


1. Do you buy your toothpaste as a result of car card advertisements? 

2. Do you believe the “medical” reports as cited by cigarette advertisements? 

3. How effective do you believe Beto is in the treatment of diabetes? 100% 
—75%—50%—0%. 


A great variety of such questions in the form above or as true-false or 
as multiple-choice statements can be constructed covering nearly all 
phases of health quacks, commercial psychologists, muscle-building 
systems, beds, food, vitamins, because nearly every aspect of health- 
ful living has been subjected to the merciless treatment of commercial 
advertising. The limitations of such tests are the same as for the 
inventories, namely, they may not reflect what the student got out 
of the course, and they are not easily used, therefore, as grades. 
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C. OBSERVATIONS 


A variety of observation techniques can be used effectively. For 
example, class discusssion may stimulate the group to evaluate their 
own susceptibility to radio commercials, Each student may, for a 
week, make note of each time he listens to the commercial (preferably 
advertising something to do with health) and estimate the extent to 
which he believes or doubts the implications in the script. These ob- 
servations can then be brought into class for discussion and checking. 

Or individuals within a group may observe each other. They may, 
over a week or a month or some such period, keep notes on the other 
fellow’s temper, his courtesy, his codperativeness, his selfishness. Then, 
if the appropriate rapport can be established, the behaviors implicit in 
the observations can be evaluated. 

Teachers and parents can make observations on such matters as 
sleep, rest, food, worry, friendliness, coöperation, boy-girl relation- 
ships, extroversion-introversion. These observations can be recorded 
on prepared forms if desirable and later made the basis for individual 
consultation. 

The bibliography at the end of this chapter has a selected list of 
published evaluating devices in this area, and teachers intending to 
use such inventories would do well to secure them or model their own 
after existing and standardized examples. 


2. Evaluating Health Status 


There are so many ways to appraise organic and psychological states 
as to make it difficult to present here any condensed list or description 
of them. Most of the important ones are usable only by physicians or 
by psychologists. The teacher is limited in this category because to 
appraise a health condition usually requires diagnostic or other tech- 
nical skills which educators do not have. ERN 

These evaluating procedures range from the simple administration of 
a vision test from an eye chart to the complicated diagnosis of tuber- 


culosis from x-ray and sputum examination or to the interpr RAEI 
possible only to the experienced cardiologist from his stethoscope ane 
electrocardiograph. Teachers may form an impression of the socia 


health of a student by giving a social distance test but a psychologist 
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or psychiatrist would be needed to evaluate fully the psychic or emo- 
tional disorders attendant, Say, upon a cancer phobia or an incipient 
schizophrenia. 

For purposes of understanding this range more clearly these tests of 
organic psychological states may be grouped as follows: 


a. TESTS OF SO-CALLED “ORGANIC EFFICIENCY” 


Organic efficiency tests are legion and most of them are within the 
ability of the teacher to administer. They are sometimes called tests of 
“physical fitness” and are useful in a general way in appraising “condi- 
tion” or muscular skill. 


b. MEDICAL TESTS 


Medical tests are all beyond the scope of the teacher and involve 
such tests as blood serology, urinalysis, the basal metabolism test, 
blood tests, the Mantoux, tests of reflexes, and many others used by 
physicians in diagnostic and interpretive practice. They reflect organic 
and psychological states usually of a specific nature and it would be 
unusual if changes noted on such tests could be directly and specifi- 
cally attributed to the instruction given in a hygiene course. 


C. TESTS USEFUL TO TEACHERS 


Useful information about the development and status of children 
may be obtained by teachers by carefully and skillfully conducted ap- 
praisals of such elements as posture, vision, hearing, weight, height, 
and general tone and energy. With practice and experience a teacher 
should be able, not, of course, to make a diagnosis of condition, but 
to supply information which may be useful as he adjusts the child's 
educational program. For the best of these tests one should refer to 
the bibliography of Chapter 19. 


3. Evaluating Health Knowledge 


It is within the area of health knowledge that the teacher does the 
best work in evaluation. The tests are the easiest to administer. The 
results are most readily noted and the evaluating process itself is a 


ae 
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useful educational tool. Knowledge tests, when gone over with the 
students afterward, help them understand their weaknesses and 
strengths in health information. When used prior to the course, the 
tests are useful in placing students in homogeneous class sections. 
They are useful as quiz and final examination material, and, when 
their results are analyzed item by item, they help teachers and super- 
visors to determine where individual students need assistance and 
where teachers need to bolster their course offerings. 

Perhaps their most frequent uses are at pretests, placement tests, and 
examinations in specific hygiene courses. In small sections as well as 
in larger groups, knowledge tests aid in determining the status of 
students and, because of the very nature of the tests, inevitably throw 
some light on the more important element of health behavior and the 
less important element of health attitude. 

There are several different kinds of knowledge tests, such as: 


a. THE ESSAY 


Students are asked to write on a subject at a length determined or 
undetermined, e.g., “Present the arguments for and against vaccination 
for smallpox,” or “What significant findings concerning the health 
of the nation’s man power resulted from Selective Service examinations 
in the Second World War?” or “Present the three principal anatomical 
discrepancies in the theory of chiropractic,” or “What factors in the 
smoking of tobacco make smoking an unwise practice for young peo- 
ple?” There are unlimited possibilities for such essay questions. They 
should be chosen in relation to the material dealt with in the class; 
should reflect more of an ability to interpret and apply than to recall 
anatomical fact; should be marked for worth on their accuracy and 
logic; and are always subject to the great weakness of all essay ques- 
tions—their lack of objectivity. 


b. THE OBJECTIVE TYPE 


The more popular type of knowledge test is the objective type, and 
the resources at the end of this chapter should be consulted for ex- 
amples of some standardized tests of this sort. Most teachers try their 
skill at working up the questions to fit their own courses, using the 
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published standardized tests for placement in sections or for measuring 
the knowledge status of large groups. There are various kinds of 
objective tests: true-false, multiple choice, completion, matching, dis- 
crimination, garbled paragraphs, and others, and a teacher would do 
well to try them all and interchange them, from time to time, compar- 
ing their results. In ‘making objective tests the teacher should consider 
the following suggestions: (1) The multiple-choice question with five 
reasonable alternatives (one being the correct choice) is perhaps the 
best kind of objective question. For example: 4 


l. Conservative estimates are that the percentage of people in this 
country infected with syphilis is (a) 4 of one per cent, (b) 2 to 5%, (c) 
10 to 20%, (d) 20 to 50%, (e) over 50%. 

2. We can be absolutely certain that every boy or girl that develops 
tuberculosis (a) inherited a tendency toward the disease, (b) drank raw 
milk, (c) has been exposed to some person with the disease, (d) has in- 
herently weak lungs, (e) cannot be cured. 

3. What we know concerning the values of drinking large amounts of 
water in the treatment of acute respiratory infections is that (a) water helps 
in the elimination of the toxic products of the infection, (b) the water acts 
as a very mild and wholesome cathartic, (c) the water increases the volume 
of the blood, thus aiding circulation, (d) it is founded on unproven assump- 
tions, (e) life processes are carried on in solution and thus it is helpful to 
increase the efficiency of these processes. 

4. The reason that influenza is such a dread disease and has led to 
many deaths is that (a) influenza causes a swelling of the larynx and the 
patient dies of asphyxia, (b) influenza lowers the resistance to other 
diseases, (c) influenza injures the heart, (d) influenza is easily spread by 
droplet infection, (e) influenza is a violent general disease, whose toxins 
cause death, 

5. In the light of present knowledge the best way to prevent one from 
catching a cold is to (a) take vitamin D in cod liver oil, (b) sleep and 
eat at regular hours, (c) take a laxative and purge the system when 


exposed, (d) use one of the various vapor treatments when exposed, (e) 
carefully avoid infection, 


(2) The completion question is the least satisfactory. (“If a wound is 
bleeding Pro usea mes. on should be applied.” The correct 
word might be “bandage” but students might also very reasonably 


* From W. P. Cushman, The Ohio State University, Columbus, Ohio. 
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write in “tourniquet” or “stitches.”) (3) “Knowledge of functional sig- 
nificance rather than knowledge of terms should be stressed.” (4) 
“Judgment and choice of conduct in problem situations is possibly of 
greater health significance than simple recognition of correct 
answers.” * (5) Considerable leeway in favor of the student must be 
given when marking because much of the material in hygiene is not 
so precise and clear cut as to lend itself readily to clear-cut answers. 
(6) Tests should always be marked and handed back with ample 
time given to study the errors. Derryberry’ suggests that a briefly 
written or even an oral explanation of the true version of each ques- 
tion will enhance the educational value of the test itself. The teacher 
should, by all means, explain the correct version of each item and if 
the question remains unclear or ambiguous he should not hesitate to 
discard it. (7) All objective test questions should be “tried out” on 
several fellow teachers or other adults before being given to the class. 
Ambiguous and otherwise faulty questions should be discarded. (8) 
It makes little difference whether the scoring is done by merely add- 
ing up the number of errors or by the more complicated systems of 
subtracting the “wrongs” from the “rights” or counting two off for 
every error and adding one for every “right.” (9) Trick questions are 
always resented and should be avoided. (10) Objective tests for health 
knowledge decrease greatly in usefulness below the seventh grade. 


g 


4. Evaluating Health Attitudes 


As has already been pointed out, because of the intangible and 
tenuous nature of attitudes it is extremely difficult to obtain a satisfac- 
tory evaluation of them. If a teacher wants to determine the attitude 
of students toward religious healing, for example, or toward the vita- 
min fad almost any question asked or any observation made would 
deal with what the students know about the subject, or what they do 
about it. 

How one feels about a subject or what “habitual regard” he has for 
it is estimated, in the last analysis, by what he does, knows, or says 
about it. The teacher can find out just about all he needs to by care- 

5 Howard L. Conrad, “The Construction of Health Knowledge Tests,” Journal 


of Health and Physical Education, December, 1938, p: 620. f 
°M. Den and A. Weiseman, “Using Tests as a Medium for Health 


Education,” Public Health Reports, March, 1940, p. 485. 
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fully evaluating knowledge and behavior and from such an evaluation 
estimating the elusive attitude. 

There have been, however, worth-while efforts to evaluate health 
attitudes. By using observations (again perhaps of behavior), discus- 
sions*and interviews, autobiographical records, and written tests, in- 
volving choices of the “right” or “best” thing to do, a teacher may find 
out something of how the students think about an issue. One of the 
best illustrations of this last type was conducted by Southworth, 
Latimer, and Turner,’ involving 15,000 students, and was called “Your 
Opinion, Please!” The following is an excerpt from Test III of this 
extensive survey of the health practices, knowledge, attitudes, and in- 
terests of students in Massachusetts: 


Tesr III 


Your Opinion, Please! 


Directions: The following statements represent opinions about various 
phases of health and you are to express your own point of view about 
them, Indicate how you really feel about each statement immediately after 
you read it. Do not pause too long on any of them. Read each item and 
in the blank on the answer sheet corresponding to the number of the item, 
blacken the space as follows: 

l. Under A (agree) if you agree with the whole statement. 
2. Under U (uncertain) if you are uncertain about the whole state- 
ment. 


8. Under D (disagree) if you disagree with the whole statement. 


Examples: 
AUD 
1. All children should be allowed to play with fireworks, 1. = 
2. Children should drink milk. 2. — 
Percent 
of Correct 
Statement Key Answers 
1, If a person believes that any fat or starchy food causes 
his skin to be excessively oily, he should follow a pre- 
scribed diet, A 51 


Pe ay EREN Jean y. Latimer, and C. E. Turer, “A Study of the Health 
d » Knowledge, Attitudes, i i ils,” 
Research Quarterly, May, Pe vaio tn ih Bie Sete eae 
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Percent 
of Correct 
Statement Key Answers 
2. The natural form of vitamins obtained from foods (bal- 
anced diet) causes the vitamins to be more effective 
in the body than when they are obtained from vitamin 
capsules, A 87 
8. There is no danger of disease from raw, unwashed fruits 
and vegetables. D 86 
4. If one is going on a diet, he should do so under a phy- 
sician’s guidance. A 93 
5. The only purpose of food is to develop a strong mus- 
cular body. D 75 
6. One should select a balanced meal when ordering food 
in a cafeteria or restaurant. A 88 


7. A high school student should play at least one sport 

which he will be able to carry on after school days are 

over. A 64 
8. A person who is well and strong does not need to 

give any thought to the kind and amount of food he 

eats. D 92 
9. If two people maintain that the use of certain foods pro- 

duces different effects on the skins of different persons, 

one or the other or both probably made incorrect ob- 


servations. D 42 
10. The peddler of narcotic drugs should be given a jail 
sentence, A 78 


In this particular section deyoted to opinion, ninety such state- 
ments were given and although a student would know something about 
the subject matter involved in the statement and base his opinion on 
this knowledge, nevertheless these tests represent a fine attempt to 
discover the “habitual regard” for the problem. : ‘ 

Attitudes, thus, are listed as least important in the evaluation possi- 
bilities not because the point of view of the student toward health or 
toward science is unimportant but because to locate an attitude in 
order to evaluate it is nearly impossible, and because the reaction of 
a student to the health problem involved can be more easily deter- 
mined by evaluating his knowledge and behavior regarding it. 

Rugen and Nyswander conveniently group health status, knowledge, 
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and attitude as “understandings” and present the following summary 
of procedures available for evaluating them: 


1, Observation of pupil behavior and the recording of these observations — 


in behavior journals, in anecdotal records, or in other ways. 
2. Self-appraisal by the pupil in terms of standards of behavior previously 
agreed upon. 


8. Check lists and survey forms based on accepted “standards” and used — 


at periodic intervals. 


4. Interviews with pupils, parents, other teachers, and community workers, — 


including home visits and individual counseling. 


5. Health-examination records and reports from physicians, dentists, and — 


nurses. 


6. Reports from local physicians, ophthalmologists, and dentists regarding 


the increase in medical and dental supervision of school-age groups. 
7. Diaries and other autobiographical records of pupils. 


8. Specially created situations within the classroom and school which — 


give pupils opportunity to apply voluntarily what they have learned. 


9. Paper-and-pencil inventories aimed at application of principles and 


evaluation of sources of help. 

10. Expression of pupil opinion which considers positive health behavior 
the “thing to do,” because the natural leaders in the school have 
accepted it. 


11. Records of the sale of milk, salads, fruits, whole-grain cereals, enriched k 


bread, etc., in the school cafeteria or in local food establishments, 
including dairies and stores. 

12. Samples of pupil creative work, such as drawings, models, exhibits, 
photographs, motion pictures, or written and oral reports which show 
sound application of health principles. 


5. Evaluating Instructional Programs 


To date little significant work has been done in comparing the ef- 


fectiveness of the three patterns of teaching—through integration, 
correlation, or a specific course. There are many experienced teachers 


who favor each of the patterns, claiming that their favorite produces 
the most lasting results in the development and protection of the 


“National Society for the Study of Education, Forty-Fifth Yearbook, The 


Measurement of Understanding in Health Educati i i 
146, pore hp aie ig in Health Education, University of Chicago Press, 
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health of the student. Those who favor the integrated program con- 
tend that although certain specific knowledge of the anatomy and 
physiology of the body may not be dealt with, nevertheless students 
emerge from one of the larger core units with a better understanding 
of health and health problems than if they had studied a specific and 
single health unit. The meaning of things is understood because it has 
been taught in relation to a living, integrated problem of human 
affairs. 

Those supporting specific teaching dislike the alleged “diluting of 
health material” by teaching it in association with larger problems 
and prefer to produce results in knowledge and practice by seeking 
them directly and with no competition or diversion. 

Well taught, it may be safely assumed that any progressive and 
scientifically sound course of study will be productive of results in the 
lives of students. There is evidence that both the integrated and the 
correlated plans have done well in broadening the base of student 
understanding in health matters just as there is ample reason to believe 
that a well-taught course in hygiene is a useful and productive ex- 
perience, 

Not all courses of study, however, are equally good. They need 
evaluation. Any teacher should constantly keep his instructional pro- 
gram, his course, and his teaching aids flexible enough to be receptive 
to criticism and improvement. Nothing can be more deadly than a 
health course ill conceived in the first place and taught the same way 
year after year with no thought as to whether it is interesting or pro- 
ductive of results in improving students’ lives. 

Health courses of study can and should be evaluated in both gen- 
eral and specific terms. They may be analyzed as a part of a larger 
curriculum or they may be scrutinized specifically for their own value 
as a teaching medium. 

For example, any health course of study, as a part of a larger curric- 
ulum, might be evaluated in accordance with the Bruner criteria.’ 
These are divided into four parts: philosophy, content, activities, and 
evaluation of pupils’ work, and the criteria themselves are phrased in 
question focus with directions for rating the courses of study being 
evaluated. For example, such questions as 

° Herbert B. Bruner, “Criteria of Evaluating Course of Study Materials,” 
Teachers College Record, November, 1937, p. 107. 
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Is self-activity considered fundamental learning? 

Is significance attached to pupil meanings and insights? 

Will the materials help to broaden the social interest of the pupil? 

Are the materials organized around broad areas of significant human ex- 
perience? 

Do the activities arise from real life situations? 

Is there a sufficient range of activities to provide adequately for the various 
interests and needs of the group? 


are useful in determining whether the course of study is meeting the 
needs of the students. These and others comprise the Bruner criteria 
and may be recommended for course-of-study evaluation. 

More specifically, a single course not in relation to a course of study 
or to a curriculum can be evaluated by applying criteria to it and 
judging the materials and methods used in the course on the basis of 
their excellence. The following criteria are useful for this purpose: 


1. The content material must be scientifically accurate throughout and 
in thorough accord with the best available knowledge in the life 
sciences, 

2. The experiences should foster the concept of health as a qualitative 
result of the interdependent functioning of all the vital systems, involv- 
ing the mental and social aspects of living as well as the physical, 

3. The experiences should constantly interpret health from a social point 
of view, explaining health in terms of its social uses. 

4, The experiences should be selected in response to data from student 
life which indicate the needs and interests of the learners, and not 
chosen solely in terms of what course makers believe should be included. 
The experiences should be drawn out of, identical with, or linked to 
the life of the learner, 

5. The experiences should be arranged on an activity basis, giving constant 
opportunity for healthful practice, and aimed more at the development 
of conduct than at the acquisition of knowledge. 

6, The order of thought presentation should be from the particular to the 
general, each new principle, abstraction or generalization being de- 

veloped through intimate, concrete, individual experience before reach- 
ing its final form. 

. There should be an abundance of material of varying difficulty so as 
to admit of choice suited to the needs of the individuals who differ 
in capacity and experience. 

- The experiences selected should be progressively graded so as to pro- 


10. 


1l. 


12. 


13. 


14, 
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vide for continuous growth in healthful living and, if possible, reliable 
instruments of measurement should be applied to note the progress of 
each learner. 


. Frequent periods for review should be interspersed throughout the 


course, and if examinations, quizzes, or tests are used they should be 
analyzed afterwards with the class. 

There should be provided in connection with each major thought 
division an up-to-date series of standard and reliable references, so 
arranged as to stimulate in the student a desire for a widening of his 
interest and knowledge. 

The general tone of the experiences with respect to all controversial 
issues should be one of discreet judgment, free from prejudice or 
inaccurate content. The learners should never be colored with emotional 
bias for want of scientific data. 

The experiences should require a mastery of a minimum of scientific 
terminology, enough to handle the ordinary health processes intelli- 
gently. 

The experiences should provide frequent and specific opportunity for 
correlation with other areas in the curriculum and with other parts 
of the health education program. 

The activities of the course should lead to cooperation and understand- 
ing between the school and the home and community.'° 


Some of the thoughts contained in the foregoing criteria find expres- 


sion in an evaluation schedule developed in Texas,’ excerpts from 
which are here reproduced: 


Yes No 
A. Direct and specific health instruction: 
1. The teacher of health 
a. continually studies health information, ee 
b. is trained for this teaching. den 
c. possesses qualities of research necessary to de- 
termine children’s health needs. 
d. demonstrates methods of teaching and handling 
of instruction materials that satisfy the children’s 
health needs. Reig 


10 D, Oberteuffer, “Preliminary Study of Criteria for the Selection and Organiza- 
tion of Learning Experience in Health Instruction,” Public Health Nursing, Octo- 
ber, 1935, p. 559. ; 

a Lewis Spears and Jessie H. Haag, A Checklist: Appraising the Elementary 
and Secondary School Health Program, Texas Education Agency Bulletin 519, 
April, 1951. A 
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Yes No 
e. is capable of handling the total health coördina- 
tion, ome tie 
f. is thoroughly interested in the school health pro- 
gram. 


g. possesses personal characteristics that promote 

the total school health program. 
2. Direct and specific health instruction is given in class 
periods set aside for that purpose in the school day. 
8. The teacher uses objective means of determining the 
health habits, knowledges and attitudes of each child. 
4. The health needs and interests of the child become 
the basis of all health instruction. 
5. Pupils share in the planning of health instruction. 
10. The teacher constantly evaluates the health instruc- 
tion through 

a. conferences with students, 

b.  self-appraisal lists. 

c. objective knowledge tests. 

d. observation of health habits. 

e. surveys and questionnaires, 

11. Students display enthusiasm and continued interest 
in health instruction. 
12. Health instruction 

a. is concerned with vital problems of everyday 
living. 

b. is aimed at acquiring knowledge and establishing 
proper attitudes and behavior toward these vital 
problems. 

c. seeks the individual’s coöperation in solving the 
vital individual and community health problems. 


SUMMARY OF EVALUATION OF INSTRUCTION 


Although it is apparent that to estimate the value of instruction is a 
complex and not altogether objective process, nevertheless teachers 
should attempt it. Each device mentioned in the preceding pages is 
useful in its own way and there is none that could not be improved 
upon. For those who attempt evaluation of health instruction the fol- 
lowing principles should be observed: 
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1l. The objectives of the unit or course to be evaluated should be 
clearly stated prior to the evaluation. The appraisal is made to deter- 
mine the success which is met in reaching the objectives. 

2. All appraisals in which students are the respondents should be 
geared to their age. There is no use asking a student for evidence if 
he cannot understand the question or phrase the answer. 

8. The results should be kept honest no matter how meager or dis- 
couraging they may be. Teachers sometimes “pad” evaluation results 
to make the situation look better. Clean, honest evaluations are the 
only ones which are helpful. 

4, It is not necessary to have the results entirely in objective and 
tangible form. Subjective judgments, opinions, “jury” judgments, per- 
sonal testimony are all admissible (with understanding as to their 
worth) as evaluating instruments. They should be used. 


RESOURCES FOR EVALUATION OF INSTRUCTION 


EVALUATION OF HEALTH PRACTICE 


Hawkins, C. C., National Fire Prevention Tests: General Achievement Tests 
in Fire Safety, Center for Safety Education, New York University, New 
York, 1942. These tests are mainly for high-school pupils. 

Johns, Ned B., Health Practice Inventory, Stanford University Press, Stan- 
ford University, 1943. 

National Safety Council, National Safety Council Tests, The Council, Chi- 
cago, 1946. These tests, of one page each with illustrations, are listed as 
Safety Lesson Units and are for specified grades. 

Neher, Gerwin, Health Inventory for High School Students, California 
Test Bureau, Los Angeles, 1942. This test is designed as a health measure 
for grades 9-12, It is divided into two parts: Part I is “Personal Infor- 
mation” and Part II is “What You Do About Health.” The test reveals 
those areas in which health instruction is needed. 

Southworth, W. H., Latimer, J. V, and Turner, C. E., “A Study of the 
Health Practices, Knowledge, Attitudes, and Interests of Senior High 
School Pupils,” American Association of Health and Physical Education 
Research Quarterly, May, 1944, pp. 118-136. Although this is a study of 
senior-high-school pupils, the tests which were given to the pupils are 
in the article and could very easily be adopted. Most of the tests are of 
the true-false type. 

Wetzel, N. C., “Physical Fitness in Terms of Physique, Development and 
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Basal Metabolism,” Journal of the American Medical Association, March 
22, 1941, p. 1187. Describes the “Wetzel Grid,” a promising device to 
plot future development as well as to appraise current status. 


EVALUATION oF HEALTH KNOWLEDGE 


American Museum of Health, Inc., Health Information Tests, Homer N, 
Calver, Secretary, American Museum of Health, Room 806, 1790 Broad- 
way, New York, N.Y. 

Conrad, H. L., “The Construction of Health Knowledge Tests,” Journal of 
Health and Physical Education, December, 1938, p. 670. 

Franzen, Raymond H., Derryberry, Mayhew, and McCall, William A. 
Health Awareness Test, Bureau of Publications, Columbia University, 
New York, 1946. This is a group, test of health information, attitudes, 
and practices, applicable in grades 7-9. It is composed of a story test, a 
matching test, and a true-false test. These tests are valid and are satis- 
factory for use, 

Gates, Arthur I., and Strang, Ruth M., Gates-Strang Health Knowledge 
Test, Bureau of Publications, Teachers College, Columbia University, 
New York, rev. ed., 1945. This test aims to measure the individual’s 
knowledge of many phases of healthful living, 

Gold, Leah, New Tests in Health Knowledge, Carleton College, Northfield, 
Minn., 1944. This is a test in health knowledge in two equivalent forms 
which can be used in grades 7-9, 

Haver, Jennie M., “Child Health Day Test,” The Grade Teacher, May, 1938, 
ae Multiple-choice health knowledge tests applicable to junior high 
school. 

Hawkins, C. C., National Fire Prevention Tests: General Achievement 
Tests in Fire Safety, Center for Safety Education, New York University, 
New York, 1942. These tests are mainly for high-school pupils. 

Kilander, H. F., Kilander Health Knowledge Test, U.S. Office of Education, 
Washington, 1936. This test is designed for use with high-school seniors 
and college freshmen, and consists of one form of 100 multiple-choice 
questions. 

National Achievement Tests, Health Test, Benjamin H. Sanborn Co., 221 
E. 20th St., Chicago, Ill. Grades 3-9. 

National Safety Council, National Safety Council Tests, The Council, Chi- 
cago, 1946. These tests, of one page each with illustrations, are listed as 
Safety Lesson Units and are for specified grades. 

Neher, G., Health Inventory for High School Students, California Test 
Bureau, Los Angeles, 1942. This test is designed as a health measure for 
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grades 9-12. It is divided into two parts: “Personal Information” and 
“What Do You Do About Health?” It reveals those areas in which health 
instruction is needed. 

Rugen, Mabel E., and Nyswander, Dorothy B., The Measurement of Under- 
standing in Health Education, National Society for the Study of Educa- 
tion, Forty-Fifth Yearbook, University of Chicago Press, Chicago, 1946. 

Shaw, John, Troyer, Maurice, and Brownell, Clifford L., Health Education 
Test, Acorn National Achievement Test, Acorn Publishing Company, 
Rockville Centre, N.Y. Knowledge and application; grades 7-12 and 
college. 

Southworth, W. H., Latimer, J. V., and Turner, C. E., “A Study of the Health 
Practices, Knowledge, Attitudes, and Interests of Senior High School 
Pupils,” American Association of Health and Physical Education Research 
Quarterly, May, 1944, pp. 118-186. Although this is a study of senior- 
high-school pupils, the tests which were given to the pupils are in the 
article and could very easily be adopted. Most of the tests are of the 
true-false type. 


EVALUATION OF HEALTH ATTITUDES 


Byrd, O. E., Health Attitudes Scale, Stanford University Press, Stanford 
University, 1941. Tests for secondary schools and colleges. 

Franzen, Raymond H., Derryberry, Mayhew, and McCall, William A., 
Health Awareness Test, Bureau of Publications, Columbia University, 
New York, 1946, This is a group test of health information, attitudes, and 
practices applicable in grades 7-9. It is composed of a story test, a match- 
ing test, and true-false test. These tests are valid and are satisfactory 
for use. 

Kilander, H. F., “What the Public Knows About Nutrition,” Research 
Quarterly, May, 1944, p. 188. 

Southworth, W. H., Latimer, J. V., and Turner, C. E., “A Study of the 
Health Practices, Knowledge, Attitudes, and Interests of Senior High 
School Pupils,” American Association of Health and Physical Education 
Research Quarterly, May, 1944, pp. 118-186. Although this is a study of 
senior-high-school pupils, the tests which were given to the pupils are in 
the article and could very easily be adopted. Most of the tests are of the 
true-false type. 


EVALUATION OF PRoGRAMS AND CHECK Lists 


Clarke, H. H., The Application of Measurement to Health and Physical 
Education, Prentice-Hall, Inc., New York, 1945. 
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Dearborn, Terry H., A Check-List for the Survey of Health and Physical 
Education Programs in Secondary Schools, Stanford University Press, 
Stanford University, 1940, 

Department of Biology and Public Health, Massachusetts Institute of Tech- 
nology, School Health Appraisal Form, Cambridge, 1930. Provides two 
forms, one for elementary schools in cities and one for rural schools. Write 
to Department of Biology and Public Health. 

Derryberry, Mayhew, and Weiseman, Arthur, “Using Tests as a Medium for 
Health Education,” U.S, Public Health Reports, March, 1940, p. 485. 
Fitzpatrick, F. L., “Pupil Testimony Concerning Their Science Interests,” 

Teachers College Record, February, 1937, p. 381. 

Hawkes, H. E., Lindquist, E. F., and Mann, C. R., The Construction and 
Use of Achievement Examinations, Houghton Mifflin Co., Boston, 1936. 
Michigan State Department of Education, A Check-List for Surveying the 
Secondary School Health Program, Bulletin 346, State Department of 

Education, Lansing, 1946. Free. 

National Congress of Parents and Teachers, “Community School Lunch 
Project.” Check list. Prepared by National Congress of Parents and 
Teachers, 1942, Mimeographed. Available on request from your local 
parent-teacher association. 

Newitt, J. E., “Improving the Construction of the Essay and Objective New 
Type Examination,” Research Quarterly, October, 1939, p. 148. 

Nyswander, Dorothy B., Solving School Health Problems, The Common- 
wealth Fund, New York, 1942. 

Rugen, Mabel E., and Nyswander, Dorothy B., The Measurement of Under- 
standing in Health Education, National Society for the Study of Educa- 
tion, Forty-Fifth Yearbook, University of Chicago Press, Chicago, 1946, 
part i, chap, 11. 

Strang, Ruth M., and Smiley, Dean F., Teachers Inventory of Their Health 
Education Activities, The Macmillan Company, New York, 1941, pp. 
343-347, “The Role of the Teacher in Health Education.” 

Thorpe, Louis P., Clark, Willis W., and Tiegs, Emest W., Mental Health 
Analysis, California Test Bureau, Los Angeles. Elementary series, grades 
4-8. Intermediate series, grades 7—10, Secondary series, grade 9. College 
adult series, Adult, Sample set any series, 25¢. This is an instrument 
which is designed to assist teachers in obtaining a better understanding 
of the subtle forces which condition and determine mental health. 

Wisconsin Cooperative School Health Program, Administrator's Outline for 


Study of the School Health Program, Department of Public Instruction, 
Madison, 1946. Free, 
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Administration and Activities 


Health Appraisal Activities 


T is obvious to most that health is something which must be lived, 
not merely learned about. To live healthfully becomes more im- 
portant than merely knowing about health. “Knowledge” may be 
“power,” as the inscription has it, but in this instance surely knowl- 
edge is without power to save a life unless action, conduct, behavior 
are directed by that knowledge. 

It becomes perfectly apparent also that the school, hoping as it does 
to affect favorably the lives of its students, must respond to this chal- 
lenge by a program of activities (or services) as well as a program 
of instruction. The school must do something about the health of its 
students as well as teach about it. The school must do something about 
preventing or detecting tuberculosis, for example, or about the rising 
rate of psychological disturbances. These and other problems yield to 
the concerted effort of scientists, physicians, public health workers, 
educators, and their allies. Modern thought in education rejects the 
old notion that the school existed only to “train the mind”. and now 
accepts the commission that to develop the whole child is the only 
proper business of education. This means a program designed to serve 
the child as well as instruct him and it requires a school environment 
healthy enough for him to live well within it. 

The revelations of science and advancement in social thinking have 
combined to force this change in educational purposes. The child him- 
self now becomes the focus for effort. As Baumgartner puts it: “What 
we are after, both educators and doctors, is to help in rearing a new 
generation of human beings who are buoyantly healthy in body and 
spirit; whose creativeness and sense of social responsibility are given 
the greatest possible opportunity for expression; who have an unshake- 
able conviction of their own worth and the worth of other people. . . . 
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This is the quality of people who, we are convinced, can build a truly 
democratic society.” 1 


THE SCOPE OF THE PROGRAM 


We have seen in general outline in Part I how the school accepts its 
obligation regarding the health of its students. It organizes for effec- 
tive teaching and effective action. Part II dealt with the teaching 
aspects. Part III will consider the various controls, administrative 
practices, and interrelating personnel which the school establishes in 
order to get effective action, 

Activities of this latter kind, sometimes thought of as school health 
Services, are planned and administered in relation to a realistic ap- 
praisal of the needs of children and the nature of their problems. 
Schools now covet for every child the best chance for the development 
of his fullest potentiality. Normal development is not enough. It is a 
happy attainment but may be a level of mediocrity for some. Full 
development for every child is now the goal, and the best school health 
Programs now are geared to the child as an individual and adapt their 
content and direction to up-to-date revelations about changing prob- 
lems and conditions. 

Tn other words, school health programs are no longer aimed solely 
at the prevention of communicable diseases. Disease is still a problem, 
of course, but there are potentialities other than freedom from disease 
which need developing, and other problems which need preventing. 
Intellectual and emotional power, strength of tissue, adjustment to the 
fears and complexities of this world are the subject of thought now 
as well as the prevention of disease and the detection of faulty 
Vision. 

The problems, both developmental and preventive, may, for our con- 
venience in dealing with them, be grouped. There are several principal 
categories: problems of emotional and psychological involvement, 
problems of disease, of safety and accident, of vision and hearing, of 
dental care, of nutrition, convalescence, and problems originating in 
an adverse school environment. But first of all we must discuss ways 
by which school personnel are finding these needs and problems in the 


*Leona Baumgartner, M.D., “Better Health for School Age Children,” The 
Child, August-September, 1950, 
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lives of individual children—and what steps are being taken to bring 
about changes for the better. 

Obviously nothing can be done for a given student or about a given 
health problem until the fact of its existence is known. It is unreason- 
able to construct any kind of school health program merely on the 
assumption that “things are bound to be wrong with children.” The 
modern scientifically constructed program seeks the facts; it uses neither 
sentiment nor fiction as its base, but seeks to learn through careful 
individual appraisal the status of its students and to construct whatever 
kind of program is necessary on the basis of the revealed findings. 


PURPOSES OF APPRAISALS 


It is basically necessary for all school personnel to understand the 
purposes of the various types of appraisal used in school health pro- 
grams. Health examinations, screening devices, and teachers’ observa- 
tions are used in the schools of today as appraisal instruments; the 
reasons for their use are as follows: 


1. To Provide Enlightening Data on the Health Status of 
Children 


An education aimed at the development of the whole child cannot 
work in the dark, It must have information about its charges. Teachers 
who want to assist in the total development ‘of the child must know 
of those factors which are retarding it or which are likely to inter- 
fere with growth. To teach most effectively, teachers must know their 
children—their possibilities and limitations, their physical as well as 
psychological status. 

Not the least of reasons for this discovery of information is that 
teachers and others can modify the school study program to adapt it 
to individual needs. Partially sighted children can be moved forward 
or given special sight training; hard of hearing children can be seated 
where they can hear; cardiacs can be scheduled only on lower floors; 
rest periods can be arranged to relieve tensions. There are a great 
number of ways by which the school program can and should be 
modified to the advantage of individual boys and girls if the data—the 
facts of need—can be found and made available. 
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2. To Provide Information Leading to the Removal of 
Handicaps or Deviations from the Normal 


It is only good sense (and a wise expenditure of public funds) to 
assure the child’s optimum fitness to receive an education. Industry 
and business recognize the value of well workers over the sickly or 
disabled. The school likewise finds it more profitable to teach well 
children than sick and thus it seeks out those who have retarding con- 
ditions in the hope that something can be done to remove the cause of 
the retardation. 

An appraisal often indicates clearly that the child should either 
(a) be examined further for more careful diagnosis by the use of tests 
not ordinarily found in school examinations or (b) be referred to the 
family or other physician for attention to the conditions found. This 
purpose of appraisals is one of the earliest to appear historically and 
the one most commonly thought of today. It is, perhaps, the most 
important, and is the one which takes the appraisal efforts of the 
school into the home and community in order to get the action neces- 
sary to make the discovery worth while. This is largely a medical 
reason for appraisal. 


3. To Provide the Basis for Individual Compensation for 
Irremediable Handicaps or Deviations 


There are many children who have defective hearing or sight, or are 
abnormally short or tall or fat, or have burns or scars or malforma- 
tions, or show aftereffects of mastoid infection, or are handicapped by 
many and varied conditions serious enough to interfere with living 
life to the fullest. These deviations create social, psychological, or 
physical problems in the lives of the students. School personnel is 
in a strategic position to help them compensate for these conditions. 
The short can be made to feel more comfortable and secure, the tall 
less conspicuous; the glandular obese can be helped to find success 
somewhere, the crippled to achieve desired ends. These compensations 
are not wholly medical by any means. Many of them are social and 
psychological, and teachers have an obligation to help in the process. 
The child must be taught to live well in spite of the irremediable con- 
dition found on appraisal. 
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4. To Provide the Basis for Classification in a Modern Program 
of Physical Education 


Neither election nor assignment to physical activity or active recrea- 
tional pursuits can be made well without some health appraisal. Physi- 
cal education has long since passed the day of wholesale mass exercise 
given without benefit of health information about each participant or 
competitor. The student who has a hernia or a heart defect, who is 
psychotic or fatigued or rheumatic, or who has dysmenorrhea must be 
located, and a physical education program suited to the child in light 
of his limitations must then be developed. No intelligent teacher of 
physical education wants to be unaware of the health status of his 
students nor does modern physical education subscribe to the anti- 
quated notion that unless the child is “physically fit” (sic!) there is 
nothing for him in physical education and, hence, he should be ex- 
cused. No child, no high-school or college student, should ever be 
“excused” permanently from physical education. Given adequate in- 
formation about the student and medical advice as to his possibilities 
and limitations, a physical educator should and does proceed to con- 
struct a program in light of the needs and capacities of the student. 
Only occasionally, in the rare instances of postoperative or pretuber- 
culous or rheumatic conditions, will it be advisable to deny a child his 
physical education because of “health” reasons. Much better to provide 
the physical educator with the information needed and expect him to 
build a program in response to the needs of the individual. Health 
data are the first screen used in modem physical education. A good 
program cannot be built without them. 


5. To Serve as Educational Experiences 


The very procedure of appraisal often brings students into a clearer 
and more intimate understanding of the nature of competent profes- 
sional health service. It is a truism to say that students learn from any 
and all of their daily experiences. Certainly they learn much from their 
out-of-classroom experiences. Every time the nurse or physician comes 
to the school, every time “the doctor” calls at home or the child is 
taken to his office, the child learns something about health services— 
about nurses and doctors. He may develop confidence, respect, and a 
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sense of the great good which medical services perform. He may gain 
the impression, on the other hand, that doctors are slipshod, imper- 
sonal, vague, and non-communicative, He may learn what good medi- 
cal practice is or he may learn the reverse, School health examinations, 
tests, and other appraisal procedures may serve to teach him many 
things about himself. He may learn the nature of his own condition, 
his weakness or his deviations, He can only learn to compensate for 
his handicaps if he knows about them. The chances are very good that 
the first contact many children will get with professionals—physicians, 
dentists, and nurses—will be in school. It is important that the first 
impression be a good one, 


These, then, are the five reasons why health appraisals in their vari- 
ous forms should be made part of an educational program. It may be 
difficult for some to understand why the school should go to the ex- 
pense of employing nurses, physicians, or dentists. They may feel the 
school has no business “in the practice of medicine.” A careful study 
of these five purposes will indicate that health appraisals as repre- 
sented by the kinds described in the following pages do not mean 
that the school is in the practice of medicine, Such information is 
needed so as to facilitate the educational process. The school’s business 
is to practice education, not medicine, but it needs medical advice in 
order to develop the best educational program. 

Of the five reasons only the second one is patently medical in its 


correct them if possible. At that point the school serves only as the 
third and interested party in getting the pupil to the physician, dentist, 
or psychologist, 


KINDS OF APPRAISALS 
Roughly classified, there are five kinds of appraisal techniques 
available for use in the modern school. These are: 
T The Morning Observation for Signs of Communicable 
Disease or Acute Iliness 


_ This observation is a teacher's appraisal. It takes place first thing 
in the morning before the children are seated, requires less than a 
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minute per pupil and is used almost exclusively in elementary schools. 
The teacher looks for signs of disease, respiratory and skin mostly, gen- 
erally proceeding as follows: Seating herself near a window with her 
back to the light, she looks at the children one at a time in some such 
sequence as this: 


a. 


b. 


Eyes: to see if they are watery, red, inflamed, dull, bloodshot, or 
showing any other uncharacteristic sign. 

Nose and throat: to see if the nose is watery or the throat mem- 
branes redder than usual. Sometimes teachers are skilled at using 
tongue depressors and look at the back of the throat and along the 
cheeks. 

The skin of the face, neck, or collar line, and inside of wrists for 
rashes or other unusual discolorations, or for pallor or flush. 

The hair. Sometimes the hair is riffled with a tongue depressor to 
note scalp infections or the presence of nits or lice. 

Glands. Sometimes teachers are prepared to feel for swollen glands 
at the back of the neck or underneath the jaw or along the sterno- 
mastoidal muscle. If swollen glands are felt they are then reported. 
Questions to the pupil as to how he feels and a general impression 
of how he looks. 


Such a sequence of observation is diagnostic of nothing and has 


nothing to do with identifying disease; it exists only as a preliminary 
screen against the common childhood diseases. Its effectiveness is con- 
tingent upon the completion of the following sequence of action: 


a. 


b. 


The teacher makes the above observations on each child. 

The child with suspicious signs, i.e., signs, looks, appearance, “feel- 
ings” different from normal, is moved out of the home room to the 
nurse’s office or to the office of some other staff member who is 
given the power of exclusion. 

This excluding officer looks again for the same signs, talks further 
with the child about his feelings, illness at home, exposures in the 
neighborhood. He talks, if possible, with parents by telephone. He 
must decide whether the child stays in school that day or goes 
home for parental and, probably, medical care. 

If the child is to be sent home the parents should come for him 
or the school provide transportation. Children should not go home 
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alone under these conditions. If the parent cannot receive the child 
at the moment the child should be kept at school but in isolation 
from other children until he can be sent home safely. 


. Obviously, the morning observation by the teacher will be of no 
avail unless excluding machinery is set up. The whole purpose of the 
observation is to try to break up incipient epidemics by breaking the 
contacts between the sick child and the unexposed. Children who 
show suspicious signs should be isolated from others immediately, 

Nowhere along this chain of events is a school physician a necessity. 
It is always good to have one but the success of the enterprise does 
not require one. The excluding personnel could be a nurse, a particu- 
larly well-prepared teacher, the physical and health education teacher, 
a counselor, or the principal himself—whichever is available and will 
make intelligent judgments. Only two such judgments are necessary— 
the home room teacher’s and the excluding officer’s. The interests of 
the remaining children are served when the sick child is isolated, and 
the Jatter’s interests are best served when he is at home and under the 
care of a physician. 


2. Continuous Observation and Screening 


Teachers and nurses are in strategic spots to make other observa- 
tions about the ways children are developing. The teacher, particularly, 
even in secondary schools, sees the students more constantly and more 
intimately than anyone else on the school roster. Thus, the teacher is 
in a position continually to observe the child and to make reports of 
the observations. Likewise, the teacher and the nurse are in ideal spots 
to make certain tests whereby children in need of medical treatment 
or some other kind of adjustment can be located. This latter point is 
particularly important in schools which employ no physician or which 
have no physician serving them directly. It is possible that children in 
need of attention may be found by the teacher or nurse. The attention 
of parents and family physician may then be called to them with the 
strong recommendation that appropriate steps be taken in regard to 
the conditions found. 

The observations and screens serve still another purpose. A large 
number of schools have a physician serving them only in a limited and 
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part-time capacity. Over the years health education personnel have 
learned how futile it is to strive for an annual complete physical 
examination for every pupil. Such a goal simply cannot be attained— 
and might not be wholly valuable even if it could be attained. At any 
rate it is important to use the physician to best advantage and that 
may well be only to see and examine children who are showing devia- 
tions from the normal, or who have been selected for a checkup for 
one reason or another. 


a. THE CONTINUOUS OBSERVATION 


The continuous observation of health goes on all the time or can 
be scheduled at certain frequent intervals. It takes longer, is more 
extensive and more inclusive than the morning observation for illness, 
and need not be made first thing in the morning, It is not diagnostic 
and seeks only evidence of normal growth and development and de- 
viations from same. It requires the trained eyes and skill of a nurse or 
a competent teacher who has the ability to see, record, and refer 
where needed. 

These nonmedical observations are important frequently in pre- 
venting the development of more serious physical or psychological 
states. The observations include behavior, immediate and long-term, 
as well as physical signs, and the teacher has, perhaps, the adyantage 
over other personnel in that she “knows” the child better than anyone 
else in the school. 

Observations of this sort are usually continuous and daily, and any 
significant deviations are reported to the proper place. Occasionally 
schools concentrate such observations on one day of the month or 
semester. The implication here is not good. Teachers should be con- 
stantly vigilant and continuously aware of the development of their 
students and ready to help by reporting the first signs of difficulty 
rather than waiting for the fourth Friday of the month to do so. 

What is observed? Various lists of observable points * are available. 
Perhaps a composite group of signs or areas for observation would 
include the following: ; 

2 An extensive list of observable points is to be found in government pamphlet 


No. 68 of the U.S. Office of Education, entitled, What Every Teacher Should 
Know About the Physical Condition of Her Pupils, by Dr. J. F. Rogers. 
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. Frequent absences, 
. Inattention, listlessness, lethargy. 
. Loss of weight, tiredness, breathlessness. 
. Chronic depression or unhappiness. 
Over-aggressiveness or irritability, 
Squinting, difficulty in seeing or hearing. 
» Stuttering or other speech handicap. 
Urinary incontinence or unusually frequent urination, 
Skin blemishes, eruptions, rashes, pallor. 
Extraordinarily poor posture. 
Frequent nosebleeds, 
Continuously inferior scholarship. 
. Dental decay, toothache, discolored teeth. 
Mouth breathing, chronic colds, swollen glands in neck. 
o. Unclean hair, lice, blemishes of scalp. 


Be Bi a tag tere) gy ois 


A program of continuous observation of this sort works best when 
the teacher not only understands what is going on in the life of the 
child but modifies his educational program to fit. Furthermore, the 
teacher will want to confer with the nurse, the parent, the family 
physician, or the physician serving the school in order to report her 
observations, to stimulate corrective or preventive action, and to be 
guided by advice from the others in the teaching of the child. 


b. THE SCREENING TESTS 


and preparation, are within the scope of nonmedical personnel. 
Dental Case Finding. The Committee on Health Service Program 
for Secondary Schools ? says merely that “it may be assumed that all 
students in secondary schools need dental care.” The problem then 
becomes one of getting students in the hands of a dentist at annual 


arrangements should be made by someone to secure appropriate dental 
treatment for them, 


* Of the American Public Health Association, S Report in 1951-52 Yearbook 
of the Association, May, 1952, p. 139, Fall. aistee 
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Vision. Important screening for vision can be done by nonmedical 
people. These techniques are described in Chapter 14. 

Hearing. Chapter 14 contains descriptions of tests for hearing. 

Growth and Weight. Measuring height and weight are two of the 
oldest and, in some respects, most useful techniques for discovering 
children who have growth problems. Since the very beginning of 
health work in schools the relation between height and weight and 
normal development has been the subject of much speculation. For 
many years, for example, there was assumed to be a “normal” weight 
for every height and age, and by consulting the tables one could tell 
whether a child was above or below the “normal” for his age. More 
recently, however, new techniques, based upon a recognition of the 
individuality of growth, have sought to plot the growth in height and 
weight in terms of its quality and to detect as early as possible the 
deviation from the growth pattern which is normal for that child. 

Two of these techniques are currently being used by schools. They 
are sufficiently complicated in nature to prohibit description here 
but students should obtain and read descriptive materials on them as 
cited.* 

By plotting periodically the height and weight of a child on already 
prepared charts or grids, one can roughly compare his actual current 
status with his expectancy. The relation of a child’s height and weight 
curves, as he grows up to the appropriate norms, throws light on his 


4 Howard V. Meredith, Physical Growth Record. A booklet with directions for 
use of the record, obtainable from the American Medical Association, 535 N. Dear- 
born Street, Chicago, or the National Education Association, 1201, 16th St., N.W., 
Washington, D.C. An account of the development and use of this record is well 
presented by Dr. Meredith himself in “A Physical Growth Record for Use in 
Elementary and High Schools,” Journal of the American Public Health Association, 
July, 1949, p. 878. 

Norman C. Wetzel, “Physical Fitness in Terms of Physique, Development and 
Basal Metabolism,” Journal of the American Medical Association, March 22, 1941, 
p. 1187. Norman C. Wetzel, Instruction Manual for Use of the Grid for Evaluating 
Physical Fitness, National Education Association Service, Inc., 1200 W. Third St., 
Cleveland, Ohio. 

Two illuminating articles on the Wetzel Grid are published in the February 
1950, issue of the Journal of School Health as follows: “The value of the Wetzel 
Grid in a School Health Program and Problems Related to Its Use,” by Robert W. 
Deisher, M.D., and “A Manual Prepared for Use in Instruction Sessions on Use 
of the Grid... ,” by the Child Health Center of the University of Washington 
and the Seattle-King County Health Department. The latter is particularly valu- 
able for its detailed instructions on how to use the grid. 
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growth progress. If deviations begin to appear they may be interpreted 
as growth abnormalities or failures and their reason can be sought 
through appropriate medical or psychiatric examination. Thus, the 
growth records become useful screens by which to find those children 
in need of medical attention. 

Detection of Tuberculosis, Screening for tuberculosis is widely 
practical and is described in Chapter 11. 

Hemoglobin Testing. The Standards Committee 5 recommends the 
micro method for high-school girls as a screen which schools might 
request at the time of the physical examination. It is not a screen for 
nonmedical personnel nor is it in general use. 

Posture. Standards for “good” posture are almost as numerous as 
postural variations themselves. In view of the fact that deviations 
from the upright body carriage may be reflections of malnutrition, 
disease, fatigue, adverse psychological states, or muscular weakness 
(as well as a hereditary conformation ), pronounced variations should 
be noted and their causes sought. There is no one single good or 
acceptable standard for posture which can reasonably be used as an 
effective screen. 

Skin and Scalp. Teachers and nurses will frequently see skin blem- 
ishes and parasites in the hair or crusts on the scalp, The presence of a 
rash, pronounced acne of the face, scabs, ulcers, or excessive redness, 
or of lice in the hair, is sufficient indication that medical treatment is 
needed. 

Speech. Children who stammer, stutter, or have abnormally slow 
speech can be recognized easily and referred for attention to specialists 
in speech correction. 

Social Adjustment. Children who present marked behavior prob- 
lems, who have difficulty getting along with others in play or work, 
who are pronounced nonconformists may be picked out by their overt 
behavior and referred to specialists or others for assistance. Individual 
behavior such as twitching, nail biting, tantrums, or pronounced day- 
dreaming may be significant of psychological or social problems. Coun- 
pags and clinical services for such children are discussed in Chap- 
ter 12. 

Histories and Inventories. These are virtually indispensable to a 
good screening program. A health inventory filled out by parents has 

5 Referred to on p. 234, 
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been shown to be very useful and reliable in supplying teachers with 
data they need and otherwise would not get. Such an inventory was 
prepared by the San Francisco Department of Health ° and from the 
replies from parents the teachers received useful information on needs 
and capacities, previous illnesses, behavior problems, immunization, 
and other personal matters. In secondary schools and colleges the 
older students themselves are capable of supplying history data. A 
reading of such histories has become important, particularly to teach- 
ers of physical education and other active areas, in adjusting the pro- 
gram to fit the student, Examples of such histories are given on 
pages 256 and 445. 

Action Following Obsertation and Screening. No plan for finding 
children in need of medical, social, or educational adjustment by the 
use of nonmedical personnel will be effective unless the next steps 
leading to action are well planned, In the first place it should be re- 
alized that such observation and screening are done by a nonspecialist 
(the teacher or nurse) and thus should never be construed by anyone 
as diagnostic or final. Parents, particularly, should be protected against 
the development of feelings of either confidence or fear as they are 
apprised of the results of screening tests. It must be realized by all that 
the tests are given to find those children who need further and more 
thorough examinations by specialized people in medicine or psychol- 
ogy or in some other area of specialization. The following steps should 
be taken to make the screening effective: 

(1) The teacher or nurse makes the tests. 

(2) Any findings (such as impaired vision) are immediately used 
by the teacher in adjusting the school program to the status of the 
child. 

(3) The teacher and nurse hold a conference to go over their re- 
spective findings on each child and to decide which children should 
be recommended for a medical examination. 

(4) These children, once picked out, are examined by either a 
school physician or the family doctor or some other. 

(5) Reports are made both to the home and to the school of rec- 
ommended action to remove the impairment or to improve the devel- 
opment of the student. 


® Reported by Charlotte Singer-Brooks, M.D., in the American Journal of Public 
Health, June, 1952, p. 661. r 
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(6) The school then uses all means at its disposal (letters, visits) to 
get the parents to follow the action recommended, 


3. The Physical or Medical Examination 


The physical or medical appraisal seeks to determine the status or 
quality of health of a student through the use of the examining and 
diagnostic skill of a physician. It is not a teacher's or nurse’s examina- 
tion, although a teacher or nurse frequently assists in it, A physician is 
required, a competent, licensed practitioner of medicine. It requires 
time, money, and effort to conduct and is helpful when the findings 
are used to satisfy the five clear purposes of such appraisals mentioned 
in previous paragraphs. To conduct such examinations, file the records 
in locked compartments, and do nothing with the data except arrange 
Statistical tables is to expend energy and money foolishly. If the ex- 
aminations are given at all the findings should be used for the benefit 
of the education and health of the child. 

These examinations go by various names depending upon local 
custom. Physical examination, medical examination, health examina- 
tion are the most frequently used terms. It makes little difference what 
they are called as long as they are well done and useful. There are 
several features of such examinations and their administration which 
must be secured for greatest effectiveness: 

a. The health history is a vital part of any examining procedure. 
The physician and other personnel concerned with the child should 
secure the history of any previous experience with communicable or 
other disease, accidents, emotional maladjustments, nutritional diffi- 
culties, immunizations, operations, routine practices of sleep, elimina- 
tion, and eating behavior, moods, fatigue, menstruation, birth abnor- 
malities, dental history. Dates, places, and durations are important in 
history, as are parental observations and comments, Data of this kind 
are vital to the examining physician and other counselors in determin- 
ing a course of action to be recommended for a given child. 

b. The history should be obtained on a standard form, usually one 
recommended by the examining physician, and should be gathered 
prior to the examination by mail or in person from the student and his 
parents. 

c. Physicians, being prepared to conduct such examinations, know 
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what to look for. The examination of skin, heart, chest, throat, teeth, 
eyes, hearing, nose, lungs, psychic states, emotional manifestations, 
hernia, bony configurations, or any other possible deviations should 
be made for the purpose of helping to fulfill the previously mentioned 
five purposes. The school physical examination makes no pretense of 
being a thorough clinical examination. It uses no involved clinical 
tests. These are included elsewhere. It is no substitute for the kind of 
examination a child gets if he is taken to a clinic or hospital for a 
“thorough checkup” and yet it need not be and usually is not a care- 
lessly or too speedily performed examination. One physician cannot 
do justice, by himself, to more than five or six children an hour. Pro- 
duction line practices of fifty an hour are useless and might as well be 
abandoned. School people should not ask a physician, no matter what 
the urgency, to do more than he can reasonably and ably do. 

d. Physicians should be paid for such services. Some schools believe 
that because it may be “good advertising” for physicians they should 
give their services free. Only in certain highly controlled situations is 
free examining service advisable. If there is no regularly employed 
school physician to perform these examinations then community per- 
sonnel can be used but at a figure mutually agreeable. 

In planning the compensation many feel that, instead of paying on 
an individual examination basis or paying by the hour of service ren- 
dered, the school authorities could well discuss the whole problem 
with the physicians and contract for the total job. State laws and local 
ordinances should be consulted to determine whether employment of 
physicians and nurses for such purposes is legal. 

e. Teachers, nurses, clerks, even students, should be assigned to 
help wherever possible with the examination. There is no use paying 
medical talent to record a vision figure on a record form. Every facility 
should be provided to allow the physicians to perform their medical 
functions and to avoid delay in their work by doing something which 
a nonmedically trained person can do as well. 

f. Parents of elementary children should be present at examinations 
whenever possible. If such is not feasible, then conferences should be 
arranged later between parents, teachers, physician, and other coun- 
selors so that all will understand any problems which arise and a con- 
structive program for the benefit of the pupil can be worked out. 

g. The pupils, the ones examined, should be let in on the nature of 
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meanings, findings, purpose, and general importance of the examina- 
tion. Occasionally physicians will deem it wise to withhold some in- 
formation from the examinee. That is the physician’s business and 
prerogative. Generally speaking, however, physicians experienced in 
school examinations are finding it educationally useful to be commu: 
nicative, helpful, and informing with the children. Strong points as 
well as weak should be noted. Children and parents should be told 
where and when normal development occurs. Certainly if there is a 
personal program of compensation for some existing disability to be 
worked out the child will need to know a great deal about his condi- 
tion. To face his problem realistically and intelligently he will have to 
have a clear knowledge of the nature and prognosis of his handicap. 

h. Likewise, cogent information must be made available in under- 
standable form to school personnel, A principle governing this situa- 
tion will be discussed later ( p. 244). It is no longer reasonable to 
expect teachers to struggle to educate slow-moving children when 
their slowness is due to disease, defective hearing, or malnutrition and 
when, had such information been given the teacher, she would have 
handled the children in a wholly different manner. Four of the five 
purposes cited for these appraisal tests are principally educational in 
Outcome and require action from the educational personnel. Physi- 
cians and educators must arrange for a two-way transmission of infor- 
mation. Neither can safely withhold information from the other, else 
the child will be the loser. The teacher must have advice from medical 
personnel as the base from which school programs are to be modified, 
physical education programs developed, compensations cultivated, and 
understandings about professional health services involved. These are 
educational purposes, The data from physical examinations are im- 
portant to their attainment. 

i, Such examinations as described require space, good lighting, 
good ventilation, and privacy. They should not be conducted in one 
end of a noisy gymnasium where the whole procedure might be open 
to public view. Preferably an examining or nurse’s suite should be set 
aside in the building where children can move through a waiting room, 
dressing room, and examining room. In some communities the public 
attitude would disapprove of school medical personnel examining 
children unclothed. In such instances the removal of clothing to the 
waist would probably be acceptable, 
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4, Examinations for Athletic Teams or for Physical Education 
Classes 


Examinations for athletic teams or for physical education classes 
frequently vary sufficiently from all other examinations or observations 
as to warrant a classification by themselves. Whereas the physical ex- 
aminations for all students may be given once every two or three years, 
there is strong opinion that school boy and girl athletes should have 
an examination prior to and at the end of every sport season. Certainly 
safest and most informed supervision can be given to athletes only 
when such seasonal examinations are made. It might not be necessary 
or worth while to give a complete “physical” to every athlete every 
season. Experienced team physicians will usually check over the heart, 
lungs, skin, and weight of competitors, examine for hernia, and inquire 
as to recent disease and illness or accident history. The question of 
eligibility of athletes as a result of this examination is discussed on 
page 411. 

Classifying for physical education is a more general problem but 
none the less important. As has been discussed, a modern physical 
education program requires medical counsel to be fully effective. The 
physical education teacher is aware of the fact that not all children 
are fit for the normal vigorous program but that all children should 
have some program constructed for them. Such differentiation requires 
assistance from physicians. F urthermore, the physical education pro- 
gram itself offers opportunity for health development and health coun- 
seling, and both should go forward in light of the known condition of 
the student. 

The plain fact of the matter, however, is that far less than half of 
the schools are in a position to supply such medical counsel for physi- 
cal education or athletic purposes. There are not enough physicians 
employed or available to perform such services. Because of this, physi- 
cal education teachers, including those who prepare competitive teams, 
have but two alternatives: to conduct their programs in ignorance of 
the health status of their charges or to do something themselves by 
by way of screening, The latter seems altogether feasible, and Hixson 
has shown the excellent results obtainable by physical education 
teachers who are qualified to interpret a carefully arranged health 
history and to make certain observations of high-school or college 
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students. By Hixson’s technique’ the next best thing may be done, 
namely, athletes may be screened and physical education students 
classified without the immediate services of a physician. 


5. Special Types of Examinations 


Special examinations allow for a more careful analysis and diagnosis 
of the condition of a particular child. Neither the routine physical ex- 
amination nor any of the other three types of appraisals may give time 
enough or be penetrating enough to determine the true and complete 
state of affairs in the life of a child. The physician wants a “recall.” 
The student is asked to come back to the examining office at a later 
date for a more leisurely and thorough examination during which 
more extensive clinical techniques may be used. Such an examination 
is ordinarily impossible in schools, where there are usually limited 
clinical facilities. It is more likely to occur in a clinic or the office of 
the family physician. In either event the data on the student which are 
important to school personnel should be returned to them so they will 
not work in the dark. 


CONDITIONS BASIC TO THE SUCCESS OF 
APPRAISALS 


Appraising the health of school pupils from kindergarten to college 
is complicated business. It involves many different people, is some- 
times costly, requires coöperation of educators, physicians, nurses, and 
other professional personnel who may not be used to sharing respon- 
sibility and information, and, in the last analysis, is of no value at all 
unless responsible parties, e.g., parents or teachers, act on the findings 
and produce results necessary for improved health or education. If the 
appraisal and follow-up action were a simple one-man affair like read- 
ing a thermometer and firing a furnace if more heat is needed, then 
the conditions basic to success would be simple. Such is not the case, 
however. 

There is no element of the school program quite as complicated 
and demanding of group codperation as the area of health activities 


” C. G. Hixson of The Ohio State University, Columbus, Ohio. See Appendix A 
and the explanation given on p. 416, 
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and instruction. To get the various kinds of teachers with their varied 
personal and professional backgrounds to work in understanding effec- 
tiveness with specialists; to get physicians, nurses, psychologists, physi- 
cal educators, health instructionists, administrators, and all the others 
—including most certainly parents—to seek a common goal, the good 
health of the child, and to work in mutual self-respect and effective 
relationship is the task to be accomplished. It can be done. It is easiest 
and best done when the following principles of conduct are ob- 
served: 

1. It must be realized by all concerned that the school is not in the 
practice of medicine. It does not seek to supplant the family doctor. 
It does not operate a public clinic. It should make no effort to provide 
free and thus competitive medical and surgical service to its clients. 
What it does it must justify on educational grounds and it is by now 
incontestable that the school, like the hospital, may inaugurate and 
conduct any service which will further the program of the institution. 
If children will be jeopardized by tuberculous teachers, the school has 
the moral right to require evidence of freedom from that disease. If 
the athletic program might be fatal to John Doe if he participates, the 
school must get John Doe examined to see if he may play. If progress 
in the public regard for health services can be made through educa- 
tion, the schools must educate about the nature of medicine, surgery, 
dentistry, and the related arts. There can be but need not be misunder- 
standing or friction on this point. The school is not in the practice 
of medicine; it is in the practice of education. Things which are done 
for and because of health considerations must be done in this light. 

2. No nonmedically trained person should ever, under any circum- 
stances, make a diagnosis of any kind. Teachers, nurses, principals, any 
of the nonmedical group, have neither the legal nor the moral right 
to label a health difficulty. It is obvious to all that they have not the 
knowledge or scientific understanding, and yet the temptation is great. 
The teacher sees a rash and she is tempted to label it “measles” and 
send it on. The coach sees a swollen knee and he identifies it as “water 
on the knee” and prescribes treatment. Such temptation must be re- 
sisted. If educators want the coöperation and good will of physicians 
to help in the development of a school health program they must 
realize that only the physician may and can diagnose. Diagnosis of 
health conditions is wholly a medical matter and there is no quicker 
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way for overenthusiastic or presumptive teachers to ruin coöperative 
relationships than by pronouncing, implying, or recording a diagnosis 
of a condition. 

The educator may observe and note symptoms, conditions, devia- 
tions from normal. He may describe in any words he has an observed 
condition. This is his job and a helpful one. He need not, however, 
tell a child or parent or anyone that “you have astigmatism, or diph- 
theria, or tuberculosis, or ringworm.” There is a difference between 
observing deviations and piecing the signs together for a diagnosis, 
To make a differential diagnosis, i.e., to name a condition diferen- 
tiated from all others including many similar conditions, requires great 
skill and much experience, and can only be performed by a person 
trained to do it. One of the people's favorite pastimes may be that of 
figuring out the ailments of the other fellow—we enjoy diagnosing the 
neighbor's trouble—but in school programs, on a professional level, 
nonmedical personnel should strictly abstain from any such practice. 
Their function is to observe, note, and refer or screen out. The actual 
labeling of the observation is a medical matter, 

8. Information about a given child must remain the confidential 
property of only the professional personnel concerned and the child 
and his guardian. This is known as the principle of privileged com- 
munication. In the early days of school health work physicians looked 
with dismay upon the request of the educator for the results of the 
physical examinations of children. For centuries the physician had not 
been in the habit of giving any information about a patient to any- 
one save parents and other interesting medical personnel. The privilege 
of communicating information was restricted to the parent and his 
physician. It was a restricted or privileged relationship, and still is. 

The principle itself is as old as the confessional. It is observed by 
ministers, lawyers, and physicians and must be observed by teachers 


cation. 
Its place in the school health program is clear enough. No one 
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should ever make public, or make the subject of common gossip, 
anything about the health status of a given child. If a teacher is told 
that one of her junior-high girls has dysmenorrhea which is affecting 
her work, her happiness, and her social life, the fact is no one’s busi- 
ness except that of the professional personnel in a position to help the 
girl. The whole school staff need not know it. Other children need not 
know it. If a boy has 20/100 vision it is no one’s business except that 
of his family, his teacher, his oculist, and himself. Teachers must learn 
not to gossip about what they know, not to pass on information to 
unauthorized, unconcerned, or irresponsible personnel, They should 
regard their students the way the physician regards them—as clients 
entitled to a high standard of professional treatment. 

It is suggested that in the several situations where school health 
programs are underdeveloped or are faltering because of misunder- 
standings or conflicts within the personnel the twin problems of 
“diagnoses” and “privileged communication” be looked into as probable 
causes of friction. 

4. Information from family physicians should be used whenever 
available. There has been much discussion as to whether in a modern 
school health program there remains any place for the family doctor. 
Will the eventual development in the school become so complete that 
all necessary medical services will be had from school personnel? 
Neither the facts of child development nor the facts on the distribu- 
tion of medical personnel make an affirmative answer possible. Family 
physicians, where they exist, have far too much information about their 


- patients’ health and development not to be included in the plans of 


the school program. Furthermore, it is highly unlikely that at any time 
in the next century there will be enough school physicians employed 
to perform the necessary services. In commenting on this problem, 
Wheatley has said, 


Efforts were made to promote private physician examinations for school 
children. There are many obvious advantages to this policy. It encourages 
families to use their own physician in preventive medicine; if health prob- 
lems are present it places the child that much nearer treatment; it shares 
the load of medical examinations which the school cannot do properly alone; 
it arouses interest of the private physician in the school health program. 
Since increased emphasis on private physician examinations has been actively 
promoted as a city-wide policy, the per cent of entering pupils examined 
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by their own physicians has increased in the past four years from less than 
10 per cent to more than 25 per cent.8 


And Van der Slice has recommended that 


In every instance the pupil should be urged to obtain the examination 
from the family doctor who knows the child and who has the time and the 
facilities for a complete and thorough examination, 

Parents are almost always present at these examinations held in the 
ptivate physician’s office, and plans can be made at that time for the neces- 
sary corrections, 

However, a report of this examination should be filed with the school 
medical records in the child’s cumulative health folder. Uniform report 
blanks should be devised and placed in the offices of all private physicians 
to assure uniformity and completeness of the private physician’s examination, 

The teacher should be made familiar with the findings so that the pupil's 
program at school can be planned to meet the doctor’s recommendations. 

Only where examinations are not obtained by the private physician 
should they be attempted by the school physician. However, it is important 
that 100% of the school population receive a health appraisal upon entering 
the school system in order that the school program and physical activity 
program of the child be made to fit his individual needs,® 


It becomes necessary sometimes for school medical personnel to 
supplement the examination data of private physicians who may, in 
some places, be either disinterested or uninformed about the school 
program. In such instances the school should emphasize its purposes 
and arrange to get the data necessary to accomplish them. 

Tf there is no family physician, the school has but two alternatives: 
to provide the appraisal and service itself or to arrange with some 
social or medical agency to get it done. It must be realized that there 
are thousands of children who have never had any medical attention 
through their families, (It is estimated that 42 percent of all rural 
children have never had any form of medical attention.) For these the 
school must stand in loco parentis. School personnel must initiate or 
carry on the health appraisal, 

5. The ultimate, the final authority on all matters affecting the 


° George M. Wheatley, “The Astoria School Health Study of Medical Aspects,” 
Journal of School Health, January, 1942, p. 22. 


® David Van der Slice, “School Health Examinations,” Journal of School Health, 
June, 1942, p. 189, 


a 
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school program and the relation of the child to it must, by the very 
nature of the situation, be centered in the school personnel. In no 
matter what kind of administrative situation, whether it be a hospital, 
a surgery, a school, a boys’ camp, or a home, someone must make the 
decision, and the one who has the responsibility for the program must 
have the authority for its proper execution. This principle applied to 
the school health program has been stated as follows: 

As a matter of good administrative policy in all instances where a 
school physician is employed and charged with the responsibility of 
supervising the health of the school children, the final decision on 
matters of school program modification shall be his. In instances of 
disagreement between the school and family physician an agreement 
should be attempted, but where such agreement fails to materialize, 
the recommendation of the school physician should prevail. 

In a normal school year there will be many instances of variance in 
opinion. A family physician approves a boy for competitive basketball 
whereas the physician serving the school does not. A family physician 
recommends an excuse from physical education but school per- 
sonnel are of the opinion that the excuse is unwarranted and that a 
adapted program of physical education should be followed. The 
family physician finds no evidence of a heart disturbance which 
should limit a child’s school activities, but the physician serving the 
school does, These variations in judgment are not frequent nor are 
they to be taken lightly. The child’s health and welfare is at stake 
and it is only good sense that while the variations in judgment are 
being reconciled the student should remain out of the activity in 
question so as to avoid any possibility of injury. Eventually, however, 
a decision must be reached. The case must be disposed of and if no 
reconciliation of points of view can be had, then the educational per- 
sonnel, the physician serving the school, the principal, the superin- 
tendent, whoever it is who has the responsibility for the school pro- 
gram, must have the final authority. 

6. The various kinds of appraisals must be conducted with whatever 
frequency is necessary to make them effective. Obviously the morning 
observation for illness should be made regularly and faithfully every 
day. The continuous observation of the health of children goes on all 
the time. Examinations for athletes should be seasonal, and special 
examinations should be scheduled whenever they appear to be neces- 
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sary. But how often should school children be given the routine 
thorough physical examination? Not so very long ago the annual 
examination was recommended. This was found to be highly imprac- 
tical and unnecessary. Now various recommendations are made. 

The Committee on Standards for School Health Services 7° recom- 
mends as follows: 


Medical examinations might well be performed in the following order of 
priority: 
a. Pupils who have returned to school without a medical certificate 
after prolonged or frequent absence. 
. Pupils referred by the school staff, 
Pupils entering school for the first time. 
- Pupils leaving school before the next regularly scheduled health 
examination, 
e. Pupils entering junior high school. 
f. Pupils ready to graduate from senior high school. 


ao om 


This committee goes on to recommend that “The physician should 
have the results of Screening examinations as well as teacher's ob- 
servations available to him. . . . Medical examinations based on re- 
ferral from a teacher, nurse, or parent should take preference over 
periodic examinations. . . . There should be no limit to the frequency 
of examinations on a referral basis.” 

And New York City has adopted a plan whose “essential feature is 
a classroom teacher-nurse conference which takes the place of routine 
physical examinations on an annual basis A medical examination of 
the usual type is made on admission to the school and at completion 
of the eighth grade.” 

The following program represents the effort of one school to make 
the most of its appraisal services: 


l. Regular Periodic Health Services for All Children. 

a. Semi-annual testing of each student for visual and hearing defects. 

b. Annual hemoglobin determination and urinalysis, on a trial basis to 
determine value, 

c. Annual tuberculin test and annual X-rays of all known positive 
reactors, 

d. Regular measurement of growth and development at frequent inter- 

1° Referred to on p. 234, 
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vals. By recording and analyzing these data by some of the newer, 
precise methods, such as the Wetzel Grid and Iowa Growth charts, 
useful, significant facts about the fitness, nutrition and growth and 
development of children can be obtained. Elementary pupils would 
be appraised at monthly intervals, Students in the upper school 
would be appraised during each quarter. 

Complete thorough health inventory of every pupil, with one or 
both parents present, at the time of entrance into University School. 

Time would be allowed at the time of this first conference for a full 
inquiry into past history, health habits, health problems and the 
present state of health to acquire a meaningful record for the school 
staff. At the same time the full educational possibilities for the child 
and his parents could be realized. Plans could be made for the correc- 
tion of any defects while the need is seen. A 
Complete, thorough health inventory of all pupils, preferably with 
parents present, in the 6th or 7th grade and in the 12th grade each 
year. 

This examination would be similar to the one given at time of 
entrance, with the added objective of integrating it into their class- 
room experiences. In the 7th grade it would be integrated with the 
unit “Understanding My Body.” In the 12th grade it would be made 
especially significant in connection with plans for college or work, 
preparation for marriage, etc. 


2. Additional Services. 


a. 


A medical appraisal of all pupils who are referred to the school phy- 
sician by the teacher, nurse or the parent because of a suspected 
health or behavior problem or a lag in growth and development. 
Thorough complete examination, with parents present, for the re- 
ferred children who appear to the physician to have a definite prob- 
lem warranting investigation. 

Medical consultation with each student who has been absent from 
school for more than one week because of illness, before regular 
activities are resumed. 


. First aid and emergency medical service for all pupils when the 


need arises during school hours. This includes X-rays, when advis- 
able, for diagnosis of injuries incurred in authorized school activ- 
ities. 

Consultation and guidance service for assistance of teachers and 
counselors of children who are believed to have significant emotional 
or social problems. It is believed that there is a definite need for 
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coordination of the efforts now being made in this direction by many 
different specialists who are looked to for advice by the staff,12 


7. Data from any of the five appraisal types should be recorded 
clearly, intelligently, and in a standard form. They should be cumu- 
lative and made a part of the school record of the child to be available 


only to professional personnel and parents, The health record should 
contain: 


a. Data from the preschool examination, 

b. Findings and recommendations from the school physical exami- 
nation. 

c. Findings and recommendations from any other school health ap- 
praisal. 

d. Communications with and summaries of conferences with parents, 
child, and school personnel. 

e. Chronological record of adjustment, corrections, developments per- 
taining to the child’s health, 


The Wisconsin Cooperative School Health Program, typical perhaps 
of many state-wide modern programs, recommends the following for 
a complete system of health records: 


Description or RECORD Form 


A suggested health examination record is recommended so that the records 
of children transferring from one school to another or one community to 
another will be available for interpretation. The accompanying specimen 
form is correlated with the Teachers’ Cumulative Health Guidance Record 
(developed as part of the Wisconsin Cooperative School Health Program) 
and endorsed by the School Health Committee of the Mederal Society. 
It has two parts: one to be retained by the examining physician, and one 
to be forwarded to the school which the child attends. The form is per- 
forated to facilitate separation of the two parts. One complete form is used 
for each examination. The part which the physician keeps in his office has 


l. Identifying data, 4. Recommendations to the home. 
2. Family history, 5. Results of any special tests. 
8. Personal history, 


"1 From the Report of the Evaluation Committee, 1947, The Faculty of the 
University School, The Ohio State University, Mimeographed. 
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Use of this first page is optional with the physician, for he may have his 
own preferred record system. It is included as a guide towards a complete 
examination. The part which the physician sends to the school includes: 


1. Identifying data. 4. Recommendations to the home. 
2. Report of physical findings of 5. Space for record of follow- 
significance to the school. through. 


8. Recommendations to the school. 


It is important that the school receive part 2 with the physician’s recom- 
mendations, as there are many health problems which demand readjustment 
of the school program to meet the needs of the individual child. 


SUPPLEMENTARY Forms 


In addition to a form for recording the results of the health examination, 
the following supplementary forms are suggested: 


1, Letter to parents urging a health examination of the child by the 
family physician. 

2, Letter to accompany forms and records sent to the physician on 
request of parents, 

3. Letter to parents with form for requesting health examination at 
school. 

4, Form for inviting parents to health examination. 

5. Form for notifying parents of results of health examination and 
for follow-through report of family physician. 

6. Form for notifying parents of results of hearing and vision testing 


and for follow-through report of family physician. 
7. Teachers’ Cumulative Health Guidance Record Form for individual 


boys and girls. (Refer to Wisconsin Handbook on Health for the 
Elementary Teacher, pp. 105-110.) 


HEALTH EXAMINATION RECORDS 


Name: .4-csdsi sane cacao Adresa aaee eisisiegh slate “lacie sees 
School 3.2.45 hen eRe ee ees Grado leei.. Dates... e N 
Birthplace ............ Date of Birth... se-s Sex .... Race... . 
Family History: If living, state present health; if deceased, cause of death. 

Father a a IE E WTOC Her es A A NT AA S 
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Record of Illness (check those which occurred at any time: ° significant 
illness of past 5 years): 


Frequent Colds... . Measles -+++ Chorea 

Influenza +++. Mumps +++» Heart Disease 

Ear Infection... , Whoop’g Cough .... Rheumatic Fever 
Sinusitis -+-. Scarlet Fever .... Bone & Joint Disease .... 
Tonsillitis +++» Smallpox +++. Asthma 

Bronchitis +++» Poliomyelitis +++» Hay Fever 

Pneumonia +++ Typhoid Fever .... Hives 

Tuberculosis... , Appendicitis s... Skin Disease 

Chickenpox .... Hernia »+++ Diabetes 

Diphtheria .... Anemia +++» Kidney Disease 


Other: (Specify) 


Contact with Tuberculosis 
Tuberculin Test—Positive . -., Negative .... Date 


Chest X-ray—fluoroscopic findings ........., Date’... ose age 
Specific Immunization (record year) 

Smallpox ......... Whooping Coah «or. vo Typhoid ..... tye 

Diphtheria... POROTE sey ee ote aw Other sses eee 
Record of serious injuries and operations (record age) 

eri AANA alta Operations: ees seha is occ ee 
Menstruation—Regular ERNE Irregular .... , Duration ...., Severe ....- 


Aching SCS Dt ¢ a ay are Mieishes Fe ae 
Blindness Nausea 


eee vition E aE Jaundice = aoe e 
Tnflamed eyelids 898 Vomiting i Via, aens 
Recurring headache. Constipation’ oye a. cee eee 
SRN ala aaa Bed fwettiigia menie esee ae ae 
eee Heart and lungs 
oo a ai Chest pain. runn ee 
Discharge from ears || Palpitations eae 
ee | Shortness of 
EO i Pipetite 
Cough (prolonged) |" Frequent urination —..... sss 
Hoarseness (prolonged) ......... Painful urination =... ss ss 
Nesaldischarge |. Weigh ai. ae 
A ae aia Suddan saln S02... sak 


BES oe E Sudden loss 
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Sore. throat tsi aono sa AE Eainting spellet meai is aiai 
Abdominal pains = Nightisweats o L o oreas sane 
Date of last dental examination or treatment .............0.eeeeceeee 
Date last attended by family physician ............. Reason. .vulnius 
Name of ‘physician avcristomriaam een mien E E ser aan Gtian a 


HEALTH EXAMINATION 


Fill in each space; use space at bottom for remarks. This half to be retained 
in physician’s office. 


General appearance t.e aor Heart eae ee ean ene eee 
General nutrition eerti eee Müra aa E ae A tee 
Posture’. o Aar E e A E Enlargement Kau E 
Height and weight INe AET A E et ERS 
Ghi. E epee E tee i NEA EEA 
Scalp’... .is-t.s'c lasts) E AE EE Blood, Pressure uer hi... araks 
Interdigital: a EAI I ANE ETTE E E 
Eyes and Lids eea enre A N Pulse sRater iee E aR 
Vision without glasses R..... Der Uout get eee e Polly A OIN A 
Vision with glasses Regen pe ere) Abdomen: asco scisionts 
Other’ : 3 i.) chistes ite erences Generale ticks AEREA stents 
Bars. 9.5.0 Wee dane ee rae Seb ry BO ATA ARITA HLA ane Pen OS 
General condition Bois. 8 TEISA. FEANN law Ea a ER racers 
Discharge Ri IESE Genitalia ta e e aS 
Hearing Ree ERGO Undescended testicle ...... 
Nasopharynx ipa. A een enelatr Atrophic testicle .......... 
Tonsils. sce. Mena a ar eee nena Abnormalities ............. 
Nasal obstruction oane e Bones and Muscles .......... 
Ea toa pe aid ae eels leet a RNS GR esi ty Lee een ee 
Mouth’ 220.05. . soa eee Spine: a AE E ETE 
sdas o Atea aea A EE Upper extremities oUi Snn 2. 
E E a E S E A Lower extremities ......... 
Teeth oeenn e a ase aoa eae cle ia E ee a omnes elev E 
Soft tissues: saae li aE er E e aa A 
Thyroid yi aeaiaioe d: AA E AEE E A a EA 
Lymph- Glands: 2) a RRR ee a A E EA sere eee ning 
Cervical oc... nen es A eee Nervous System ............ 
Other |... osu sede ante (ReHexes EA POTAE 
Breasts. senhera ANA N O TN 
Lungs ss. aaea AT OAS Emotional Problems ......... 


Remarks; 
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SPECIAL TESTS as INpIcATED 


RM rs) eS ee oes Si vcvcceeecic cece, ae 
r a Ny eT elie) oeevescete cs... cee 
SST ae cl Wn rc aa a E A 

REPORT To SCHOOL or SIGNIFICANT FINDINGS 
or HEALTH EXAMINATION 
This half to be sent to the school, 
EEDD Ghee a n EES Grade... 
OOE PALEnE Lai h a. Addos Cs oso oss sae aa ae fo 


Recommendations to the School: 
Is pupil capable of carrying a full program of 


school work? VOSE 2s No oii 
Should there be restrictions on up and down 

stairs travel? Yesu No EN 
Is special seating recommended? Ysanne No nee 
Would special exercises help to improve posture? Yes ...... No liasa: 
Do you advise supplementary in-between meal 

feedings? Kosi srsss 
Does pupil have any irremediable defects? AA 
Is there evidence of emotional upset? Vesta diss 

Remarks: 


Classification for Physical Education Activity. Record roman numerals as 
_ indicated below 
Code: I. Unlimited activity 

TI. Slightly modified—under observation sv ee T 

II. Definitely restricted—i.e., cardiac disease, post 

acute infectious diseases, potential chests, etc. 
IV. Individual physical education 
V. Rest E P S EE Pe ER per 
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Recommendations for the Home (to be used as basis for school-home 


contact): 
Is the present food intake adequate? Mostas ks Nornin 
If not, what changes are advised? 
Is more rest needed? Yesi ati. Nolet aus 
Do you recommend curtailment of extra-curricu- 

lar activities? PESMA Minions NO EnS 
Should work at home be restricted? Yes ...... NO aas 
Should work permit be issued for pupil, if 

requested? TaS hee 35 ING ttn 


Remarks; (Please indicate also any specific need for dental, psychiatric, 
medical or surgical care.) 

Datok <xow seen Signature of Examining Physician ...............+5+- 

Report of Follow-up: (To be filled out by school personnel—please be 
specific.) 12 


Another fine example of the use of records by the teachers and 
school nurse is described by Maud Brown: 


In this school system individualization had been developed to such a 
degree that a personal folder follows each pupil from kindergarten to high 
school. In the year of the beginning of the present health program, the first 
folders started in kindergarten had reached first year high school. It was 
a vehicle providentially at hand for the addition of, or rounding out of, 
records of physical health. 

These folders in the elementary schools are kept in the desks of the 
classroom teacher where they are in constant use. In the junior and senior 
high schools, they are filed in administrative offices, readily accessible. At 
present the data routinely included are: 

a. Cumulative health records carrying personal information from the 
kindergarten through the high school. Upon this form the findings of the 
medical examinations are recorded and all notations by physician, dentist, 
nurse, teachers, and social workers are transcribed in condensed form. 
Emotional health is included and sufficient information regarding school 
Progress to give a picture of the child as a functional unit. 

b. All records, scholastic, social, and physical, other than those con- 
tained in the cumulative health records. 

c. Copies of teachers’ letters to parents, parents’ notes to the school, and 
notations regarding conferences with parents or others concerning the 
pupil. 

12 School Health Examinations, Wisconsin Cooperative School Health Program, 
State Medical Society of Wisconsin, Madison, revised, 1951. 
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d. The teacher’s yearly informal summarizing reports of the child. 

The Nurse-Teacher Work Sheets—The implementing instrument for 
utilizing this fund of information about the child is the nurse-teacher work 
sheet. This is a detailed form upon which are checked for each pupil the 
specific goals for health improvement toward which the efforts of teacher 
and nurse are to be directed. It is doubtful if dissipation of effort can be 
prevented without the focus that a common work sheet gives. At the end 
of every school year the year’s health history as recorded on the work 
sheet is summarized and entered on the cumulative record. At the begin- 
ning of his next school year, new ones are prepared for the continuation of 
combined effort toward specific improvements, It is only as a result of 
itemized efforts that the cumulative result of improved general health can 
be achieved and the child’s total condition raised progressively nearer and 
nearer the optimal, 

After the first year’s use of the nurse-teacher work sheet a plan was 
worked out obviating the duplication for the teachers of this work sheet and 
the personal record already routinely kept by the teachers. The plan has 
proved satisfactory to all concerned.'8 


Although it is not possible here to reproduce entirely the parent 
inventory used in San Francisco and referred to on page 237 several 
of the significant questions will be shown to give an idea of the sort 
of help parents can give: 


San Francisco HEALTH INVENTORY San Francisco 
Department of For Elementary School Unified School 
Public Health District 
ERs Name ss a ate Se Birth Date .......-.--: 
a E EI E ENEE AE EII nas os orate Phone No. .....-+--+++ 
Pathers;Name ......00'0 sce cee Mother’s Name .......-.--++00" 
ane anae r teras (hs) sce v's ais e-s cia 6 coe cluctne mall an D 
Benployers:-Lelephone NG: is tiers ale slercle ceria a aa sree EEA 


In case of accident, this information will assist the school principal 
in notifying parents. 
Ean mem horn Mate gtx) | ies aaah ee T E ace tee 
immediate family? Mother Father Brothers Sisters Others 
Does this child live at home with ... Mother, ... Father; if not, with 
whom is child living? .......... , give relationship. .......--++++° 


1° Maud A. Brown, “A Coordinated School Health Program,” American Tournal 
of Public Health, November, 1944, p. 1142. 


Il. 


. Has your child been vaccinated against smallpox? No...., Yes.. 


. Please check any of the following symptoms which have been noted 
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Past illness (Please check those which your child has had) 


.. -measles . - -scarlet fever... „heart disease 

... whooping cough ..-diphtheria .. .chorea (St. Vitus dance) 
.. -infantile paralysis. . . smallpox .. epilepsy (convulsions) 

.. -rheumatic fever . .. diabetes 


Please tell any other serious illness, operation or injury, and age when 
incurred; “sre atea ate cre TORE nce ese es PA teen Lam cto 


Does he/she have a scar? Yes...., No..... What was the date when 
he/she was last vaccinated? et ee e 

Has your child been immunized against diphtheria? INOW aes 
Yesi. 1° Nea nae 

Has he/she been reimmunized (booster protection)? No...., Yes...., 
Year... 


Has your child ever been around anyone known to have tuberculosis? 
No.. ae, Xes. ue ear EE 
Has he/she ever had a skin test for tuberculosis? No...., Yes...., 


Do you know if the test was: positive...., negative....? Has he/she 
had an X-ray of the chest? No...., Yes...., Year......... Where 
was the X-Ray taken? 


recently: 

..-4 or more colds each year . . . dizziness . . running ears 

. . „frequent sore throat ..-fainting spells ...hard of hearing 
. -frequent headaches ..-abdominal pain... frequent nose- 
.- blurred vision . .. frequent urina- bleed 
. frequent styes tion .. night sweats 
- -frequent pains in legs or ...allergy ... tires easily 

joints . . -speech difficulty ...hernia (rupture) 


. Information which will help you, the school staff and physician under- 


stand your child better. Please check which of the following you 
observe in your child: 


+. nail biting ... becomes discouraged .. -selfish 
- . -thumb sucking easily -. -excitable — 
--.bed wetting ...worries a great deal .. .angers easily 


-shy ...has many fears . . Suspicious 
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. happy disposition . . .is self-reliant -..Very easy to 
.. orderly . .. dependable manage 
. helpful around — .. . jealous ~. -thoughtful of 
home .. likes to play with family members 
. has many friends others . „would rather read 
. is a leader .. resentful or study than play 
. -has few friend. . .is generous with .. -likes to go to 
. .prefers to be playmates school 
alone .. „Other 
IX. Do you take your child to a private physician? No..... > Yesin aa 
Derre E aP E E a e akrana neea erai hie 


How often do you take your child to him/her? .............00 0005 
Do you take your child to a clinic? No... .. EET 


AATA Sa e AO s ec ee ee How often? ...... 2.05606. EAA 
For what reason and when did you last take your child to a private 
yd a te ny sieiae'@ BVA ssse-w 'eichece ae « 0c 
a 7/0: e's) aieleivibia: sls ies sivieaisivia s vs es Data oiea smeg clean 
Do you take your child to a private dentist? No..... A CSc cians 
SE TORI cre < thee E A E i 
How often does your child visit him? ...........0....ccecceeeees 
Do you take your child to a dental clinic? No....., MES: tees 

enana ten Ee suisse aces pe cee tly eles How often? .........++ 


Are there any problems or other matters which you would like to dis- 
cuss with the school staff (physician, teacher, nurse, other)? 


8. Appraisal services can only be as good as the action in terms of 
child betterment which they may stimulate. No physical examination 
is completely worth while unless adequate counseling and remedial 
or compensatory services follow it. The ultimate criterion by which to 
judge the value of any examination or observation program is “Has it 
produced results in improved child life?” Techniques by which the 
information found in the appraisal activities can be translated into 
action necessary for the good of the child can best be seen by first 
noting the variety of actions which may be taken to improve a child. 
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These may be either educational or medical. If they are medical they 
will include medical treatment, surgery, diet, therapy, the use of 
appliances (like glasses, braces, hearing aids), orthopedic exercises, 
dentistry, immunization. If these are available they are applied as the 
case may warrant, If educational action is indicated by the data, then 
psychological counseling, social adjustment counseling, modification 
of study program, alteration of school environment, special classifica- 
tion in physical education, parental assistance, special educational 
devices (e.g., sight-saving equipment) should be available for use. 
Which direction does the action take? 


The Needs of the Child 


Answered educationally by: Answered medically by: 
Psychological counseling Medical treatment 
Social adjustment counseling Surgery 

Parental assistance Diet therapy 

Modified school program Appliances 

Altered environment Orthopedics 

Special physical education Dentistry 

Educational services Immunization 


The answer will depend upon the exercise of the skilled judgment 
of physician, nurse, and educator, upon the willingness and ability of 
parents or guardians to see the proper action taken, and upon the 
facilities and services available in the school and community. 

The course to take can be arrived at by conferences. As Wilson 
says: 


Regardless of the frequency or quality of examinations or of the variety 
of procedures used in appraising the condition of pupils, the best possible 
results cannot be attained unless some person is given responsibility for 
health counseling, and has adequate time to spend on this important phase 
of health service, Written notices to parents concerning conditions found 
and requiring attention bring limited results because of their impersonal 
nature, their lack of motivating power, and their inability to give parents 
the information they desire. Written notices need to be augmented by 
personal conferences with students and their parents—a procedure which 
we describe as counseling. Counseling provides parents with opportunities 
to secure information and it helps parents to plan a program of action. 
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Counseling is the step between finding a condition that needs attention and 
securing that attention,14 


A beginning can well be made with a conference between physician, 
parent, and child. This is perhaps the most important conference of 
all, and if parents will but heed the advice of physicians serving the 
school or their own family physicians, much of the difficulty which is 
remediable in childhood will be cleared up. Parents should come to 
the school to confer with the physician about their children, Successful 
follow-up of examinations means action, and action can be had medi- 
cally only with parents’ approval and coöperation and educationally 
only with their coöperation and understanding. As the Wisconsin 
Cooperative Health Program indicates: 


In some cases the follow-through after examinations is lacking because 
parents are not convinced of the importance of investing further funds in 
the medical and dental care of their children, 

In the rush of school activities there is a tendency to report significant 
findings to parents and then to drop the matter unless the need is so great 
that the child’s immediate health is endangered. To avoid the neglect of 


follow-through work, it is recommended that the following procedures be 
adopted: 


1. Teacher-nurse consultation: Immediately after examinations have been 
conducted and significant findings reported, all records should be care- 
fully examined and discussed by the nurse and teacher. Cases which 
require special medical attention should be tabbed on the teacher's 
Health Guidance Record Form to facilitate follow-through work. Cases 
which require a modification of the school program without particular 
medical care should likewise be tabbed so that the teacher can make sure 
that recommendations of the physicians are carried out as intended. 

2. Teacher-nurse-parent conference: In cases which indicate the need of 
specialized medical care, it is desirable to have the public health nurse, 
teacher and parents discuss the educational implications of the health 
examination and the recommendations of the physician, In communities 
where this work cannot be done by a public health nurse, the teacher 
can and should assume the responsibility. Whenever possible, it would 
be well to have the parents visit the school to review the findings of 
the health examination with the teacher and the nurse. Adequate time 


14 C, C. Wilson, “The School ination,” l Health, 
1947, 17.240, e School Health Examination,” Journal of Schoo! , 
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should be taken for these conferences. They should not be done infor- 
mally while parents and teachers are standing around after a meeting 
of the Parent-Teacher Association. 

8. Home visits: In cases where the parent does not respond to the invita- 
tion to visit the school for the purpose of discussing the health examina- 
tion with the teacher and nurse, either the nurse or teacher should assume 
the responsibility of visiting the home to explain the findings and urge 
continued parental action. 

4, Teacher follow-through: When the recommendations do not involve 
specific medical care, but rather, an adjustment of the school program 
to fit the needs of the individual child, the follow-through can best be 
done by the teacher. 

5. Special cases: Often the recommendation of the physician indicates 
the need for glasses or special equipment necessitating expenditures 
on the part of the parent. When the needs of the child are adequately 
interpreted to the parent, there is usually the desired cooperation, but 
occasionally parental neglect or poor economic circumstances indicate 
the need for financial assistance through some other source. If experi- 
ence in the community indicates such a need, the school authorities 
and public health nurse should be in a position to know where assistance 
can be obtained without publicity which would embarrass the child. 


9. The evaluation of appraisal services is difficult. Nyswander found, 
for example: 


In line with the principle of first studying the operating program, study 
of vision testing was made to learn who was responsible for first detecting 
a visual defect in a child. Was the condition first found in the physical 
examination by the doctor, was it picked up by the nurse in any of her 
many activities, or was it first recorded by the teacher in her semi-annual 
administration of the Snellen Test? At the same time, we wanted to know 
how long it took to get glasses for a child after the defect had been dis- 
covered. Seventy-nine children from six grades in one school had obtained 
glasses. For 62 of the 79 the teacher had first found the defect. The 
average time interval between detection and correction of the defect in- 
creased from 10 months for children in the second grade to 29 months for 
those in the eighth grade. : 

Further study showed that only half of the medical cards for these 79 
children contained any data on vision. For only 21 of the 79 cases were 
there notations showing that the nurse assisted in the follow-up work. 
Moreover in no single instance on either the medical or the class card were 
there statements as to the conditions under which the glasses should be 
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worn, when the child should have his glasses rechecked, or whether the 
glasses obtained were giving the child a maximum correction, The lack 
of integration of service, the inadequacy of the records, and the excessive 
period required to secure glasses were immediately recognized by princi- 
pals, doctors, and nurses when these data were placed before them. Group 
conferences on the subject led to recommendations which were carried out. 
The recommendations were: (1) teachers’ testing procedures must be 
coordinated with follow-up work of nurses; (2) the teaching staff must 
be relieved of some of the responsibility of follow-up work; (3) new em- 
phasis must be introduced into the nurse-teacher conference to stress the 
importance of teaching children how to care for their glasses and the 
necessity of having them rechecked; and ( 4) data essential to supervising 
the after care of children wearing glases must be obtained from the 
ophthalmologists, recorded on the medical cards, and made available to 
teachers, 

Next we wanted to find out how accurately the Snellen Test was being 
administered by the teachers, 

A total of 7459 children from all elementary grades were tested by their 
respective teachers in the classroom. Of these 1159 were reported to test 
20/40 or worse. A technician from the staff retested 775 of the number 
reported by the teachers, Ninety-one per cent of the children found by 
teachers to test 20/50 or worse were found on retest to test 20/40 or worse, 
which is our present criterion for referring children for special eye care. 
On the other hand only 66 per cent of the children found by the teacher 
to test 20/40 were found to have a score of that seriousness, 

After this study, we decided to refer children directly to the ophthalmolo- 
gist without rechecking by the nurse if the teacher found them to test 20/50 
or worse. This change made a substantial saving in nursing time. The names 
of children testing 20/40 were to be sent the nurse on a separate listing. 


She was to retest these children before any contacts with the home were 
made,15 


X Typical questions asked in evaluating appraisal services would thus 
oH 


a. Are epidemic diseases reduced in children because of the morning 
observation? 


b. Do teachers actually modify school programs to fit the health status 
of children? 


1 Dorothy B. Nyswander, “The Astoria School Health Study,” Journal of School 
Health, January, 1942, p- 9. 
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c. Are teachers or nurses most effective in screening for vision and 
hearing? 

d. Is the school physical examination an efficient instrument? 

e. How long does it take to get the information from the appraisal 
service to the people who can do something about it? 

f. To what extent are remediable handicaps cared for as a result of 
the school program? 


The appraisal procedures, thus, loom large as the cornerstone of an 
effective school health program, Activities which follow are related in 
many ways to these observations and examinations. 


SELECTED READINGS 


The following material should be read by those wishing to get a compre- 
hensive understanding of the appraisal program in modern schools: 
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Children, McGraw-Hill Book Co., New York, 1951. 


School Controls for Disease 


FE many reasons schools and colleges are morally obligated to 

exert every effort to prevent the occurrence of disease among their 
populations. Parents have every right to expect that their children will 
be returned home each day no less well than when they left in the 
morning. If influences are at work in the school which produce disease 
in children, then the school is, in a moral sense, liable for this failure 
to provide precautions which would have protected the child, 

There is, in the minds of some critics of today’s schools, a serious 
doubt as to the wisdom of sending children to school at the tender age 
of six. Perhaps from a health standpoint they would be better off re- 
maining at home and in the communities until sixteen. Perhaps to 
confine children by compulsory attendance laws to crowded, badly 
arranged schools, where they become exposed to all manner of diseases 
from which some die and many are permanently disabled, is basically 
a disservice. Maybe children are simply not ready physiologically or 
psychologically for the arduous and crowded life of school. Maybe 
their protective mechanisms are not yet sufficiently developed to with- 
stand the strain of frequent and intense exposures which children get 
in school. Certainly, if the law requires attendance then every school 
should have a disease control program just as it is required to have a 
fire control program. 

That point of view—critical though it may be—cannot be ignored 
completely. The school environment may be, and most frequently 
is, conducive to transmission of diseases of nearly all communicable 
kinds. Children are exposed. Many are handicapped who, had they 
not been compelled to attend, would not have been. Parents know 
this and parents expect the school authorities to give children every 
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protection against communicable disease. The school that operates 
under the aegis of the compulsory attendance laws and does not 
accept its obligation to protect its children against the disasters of, 
say, diphtheria or tuberculosis is more than remiss; it is culpable. 

What kinds of diseases afflict the school population? What exposures 
may a child meet? There are four principal kinds: 


1. The respiratory group, including the familiar cold, mumps, measles, 
diphtheria, smallpox, chickenpox, and’ many others. 

2. Those entering through the skin or membranes, including impetigo, 
venereal diseases, pediculosis, ringworm, itch, and others trans- 
mitted some by microscopic organisms and others by insects as 
large as lice and ticks. 

3. The gastrointestinal diseases, including typhoid fever, food poison- 
ing, and dysentery acquired by ingesting contaminated food or 
water. 

4. All others of less certain origin and presenting special problems, 
such as heart disease, rheumatic fever, and the variations of less 
sharply defined organic states related to these. 


One or more of these diseases are constantly epidemic somewhere 
in the schools of the land. When not epidemic they are constantly 
present as causes of illness and absence and sometimes disability and 
death, Among them are some of the greatest killers the world knows, 
like rheumatic fever. Some merely cause inconvenience and retard 
learning. They are ever present and, thus, require the establishment 
of policies and procedures to meet them. 


BASIC POLICIES FOR CONTROL 


There are several basic policies concerning the control and pre- 
vention of disease which should be familiar to everyone in education. 
These policies should serve as the basis for specific controls to be put 
in effect in every school. They should be understood and approved 
by boards of education and then made the subject for discussion at 
faculty meetings so that all personnel will be guided accordingly. All 
parents should be aware of them and children should also understand 
that these policies are for their protection. They are as follows: 
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1. Principals and superintendents should have accurate and authoritative 
information concerning the legal status of vaccination and immunization in 
their state. State laws vary. Some require vaccination for smallpox as a 
condition of entrance, Others do not. There are at least six variations 1 of 
vaccination laws throughout the States, and administrators can go only 
as far as the state law permits. If a school desires to make satisfactory 
evidence of protection against smallpox and diphtheria a condition of 
entrance, the right to do so must be established in law or in opinions of 
attorneys general, 

2. The practice of rewarding continuous attendance is not compatible 
with best protection against disease and should be discontinued. Infected 
pupils frequently are sent to school for the sake of maintaining some kind 
of attendance record and, thus, they expose others to the disease. Absences 
should be encouraged when children are ill. In localities where schools must 
rely upon average daily attendance for financial support from the state 
a real problem is presented, Absences for any reason mean loss of revenue; 
attendance, however, may well mean more absences, and perhaps epidemics. 
In no instance should the school encourage attendance of a sick child—not 
only for his sake but for the sake of others who may be exposed to some 
communicable disease, 

8. No communicable disease program can be fully effective without the 
cooperation of parents, Schools should make every effort to acquaint parents 
with the disease problem and to seek their active participation in the pro- 


nated to avoid community confusion, lack of coöperation, and resentments 
based upon real or fancied discriminations, 

7. If the communicable disease program is administered by the board 
‘of health, it must be carefully coördinated with school schedules and the 
operations of school plants, and there must be opportunities for classroom 


1 In Journal of the American Medical Association, January 29, 1944, p. 300. 
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teachers to familiarize themselves with communicable disease control pro- 
cedures and with their duties in relation thereto.? 


Plans for the administration of such policies vary. In some communi- 
ties the board of health or health department assumes responsibility 
for all school health services including, of course, the control of com- 
municable diseases. In such instances the effective operation of the 
above policies is the obligation of the health department, which 
usually seeks and gets the active codperation of the educational 
authorities. 

In other instances the school authorities have employed medical per- 
sonnel who effectively operate disease control procedures in accord- 
ance with the regulations of the board of health; and in still a third 
pattern the matter of disease control becomes a joint responsibility. 

As an example of a codperative policy established at the official state 
level the following is offered: 


To School Administrators and Health Officials 


The problem of communicable disease control in our school population 
is constantly facing school administrators and health departments. For the 
prevention of spread of communicable diseases to be effective, it requires 
cooperation of the school authorities and the health department. Therefore, 
the Ohio Departments of Education and Health recommend a program of 
control be formulated between local health departments and school admin- 
istrators, patterned after the following: 


a. The policy of closing the schools to be established in conference between 
the school administrator and the responsible health authority. 

b. Health Department—To be responsible for (1) isolation of all known 
cases and carriers of infection; (2) organization of observation pro- 
cedures for student bodies exposed; and (8) professional relationships 
necessary to carry out the program. 

c. School Pae te be ane for (1) making the student body 
available for observation procedures necessary to control the spread of 
infection; and (2) keeping the parents and community informed as to 
ae being taken to protect the school population from the spread of 

isease. 


Such a program would insure the application of the latest control pro- 
cedures, giving maximum protection against the spread of infection; would 

* Health in Schools, Twentieth Yearbook of the American Association of School 
Administrators, National Education Association, 1951, p. 347. 
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keep the possibility of closing schools to a minimum; and would insure 
parent and public cooperation, in the knowledge that well-planned and 
implemented control procedures were being followed. 
It is further urged that local authorities call upon the state departments 
for the specialized and technical help that is available for their consultation, 
Clyde Hissong, Ph.D. 
State Superintendent of Public Instruction 
John D. Porterfield, M.D. 
Director of Health. 1948 


SPECIFIC PROCEDURES IN DISEASE CONTROL 


Eventually any good program of disease control must come down 
ealing with specific children who have or have had a disease or 
who may be exposed to one. There are, of course, many things a 
school can do by way of maintaining standards of sanitation, ventila- 
tion, and safety, and these will be mentioned in appropriate chapters 
later. But to control the diseases as they occur or to prevent them 
before they occur requires a chain of procedures involving, in this 
order: immunization, case finding, isolation and exclusion, notification 
of parents and others, referrals to medical care, and readmission. 
Programs of immunization remain as about the only concrete way to 


prevent specific diseases in specific people. These procedures then 
are recommended as follows: 


1. Immunization Programs 


The first step in any school effort to control communicable disease 
is to mobilize the forces within the community to prevent the occur- 
rence of these diseases, This involves not only an educational program 
directed at children and parents to bring them into a receptive attitude 
toward such preventive measures but also requires agreement upon 
and development of programs of action regarding the specific diseases. 
In view of the fact that science is constantly making progress in the 
control and prevention of these diseases it behooves school authorities 
to avail themselves of the best current opinion and practice in their 
administration. Schools should consult local medical authorities about 
the utility, safety, and wisdom of every immunization procedure used. 

Medical opinion of the day indicates that most of the immunizing 
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that is to be done should be done before the child reaches school. 
If not done before entrance then the school should maintain pro- 
cedures which will accomplish immunization against these diseases 
in at least 80 percent of the school population. These procedures will 
include a history record for case-finding purposes and advice to all 
unimmunized children concerning the merits of protection. Parents 
should be urged to take their children to their own physician for 
immunization, and a record of such protection should be on file at 
the school. Many schools are today arranging for immunization at the 
school and as part of the school health education program. Children 
are being invited to avail themselves of this service at a nominal 
cost (or free, in some instances). When this is done at the school 
written requests from parents must be had and the entire procedure 
must be placed in the hands of highly competent medical personnel 
experienced in the problems of mass immunizations. Nonmedically 
trained people must bear in mind that it is frequently unwise, medi- 
cally, to require a mass immunization at a given time. Some children 
are not fit, at the time, to receive certain protections. They may be 
temporarily indisposed or there may be psychological problems mak- 
ing immunization unwise at the moment. The judgment as to whom to 
immunize and at what time is first of all a medical one. 


2. Case Finding 


Children with suspicious signs of communicable diseases should be 
located, if possible, early in the school day, and, without waiting for 
a diagnosis, the child should be isolated from others whom he might 
expose. The home-room teacher is the most important person in this; 
the discussion of the morning observation in Chapter 10 gives the 
procedure, which is adaptable to either elementary or secondary 
schools. The suspected child should be sent home, or to a separate 
toom while awaiting disposition of the case, Again it may be empha- 
sized that there is no need at this point for a diagnosis. Teachers, 
nurses, or other excluding personnel need only to observe and to know 
the typical suspicious signs. 

If parents could be taught to observe the signs of a common cold— 
watering eyes, inflamed membranes, or fever—and to keep their chil- 
dren home in the first place pending a diagnosis, the problem of 
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the school would be lessened. School nurses, visiting teachers, and 
others should work with parents to give them the understanding of 
the value of this procedure and the technique of doing their own 
case finding. Pain, fever, cough, sore throat, rash, nausea, vomiting, 
lassitude, and pallor are Suspicious signs, Teachers, nurses, parents, 
administrators should all be on the lookout for them and, when they 
see them, know what to do to remove the child from association with 
others. This is case finding at the simplest level, 

At the next level are to be found the case-finding techniques used 
bya competent physician, perhaps a child specialist, as he reads and 
interprets the signs of growth and development during a physical 
examination. Some of these also are discussed in Chapter 10. Here 
careful readings can be made and diagnoses given leading, in the ap- 
propriate instances, to the prevention and control of communicable as 
well as other diseases. Occasionally, physicians serving in school health 
education programs recommend special case-finding procedures in- 
volving laboratory tests. These are unusual but necessary in some 
cases in order to facilitate growth or prevent illness. The school ad- 
ministration must be familiar with community facilities and other 
means for accomplishing these purposes, 


3. Isolation and Exclusion 


As has been said, the next step after case finding is isolation and, 
if warranted, exclusion from school. In the procedures for the morning 
observation it was Suggested that each school should have an exclud- 
ing authority (the nurse, the principal, or some other person of careful 
judgment) who can receive the children with suspicious signs from 
the room teachers and isolate them long enough for a judgment to be 
made. If it is deemed wise to exclude the child, then steps must be 
taken to see that he is safely delivered home. This procedure may 
break down if ( a) no one is at home to receive the child, (b) parents 
do not want their children sent home, (c) no transportation is avail- 
able (sick children should not be sent home alone). In schools where 
those situations may prevail to spoil the practice of excluding without 
waiting for diagnosis or consent, the school should insist with parents 
that other homes or places be designated to receive their children if 
such is necessary, Transportation must be arranged by either the 
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parent, the school, or some other means. The practice of sending chil- 
dren home for illness should not be abandoned for want of means of 
getting them there. 

School authorities, including all teachers, should be kept abreast of 
the latest and best practices among public health personnel in con- 
nection with the control of the so-called “children’s diseases.” Prac- 
tices which were in vogue twenty years ago no longer obtain today 
and changes are occurring from time to time iri the administration of 
disease control measures. For example, in New Haven, Connecticut, 
the health officers and private physicians are actually recommending 
that children be allowed to have four of these diseases: measles, Ger- 
man measles, mumps, and chicken pox. It has been shown that the 
mortality from them in childhood is nil; they do attack severely older 
people, quarantine and isolation are ineffective, and thus if active im- 
munity can be built from the diseases themselves such is being 
recommended, 

In any event, school policy and practice must be geared completely 
and codperatively with those of the health department. 


4. Notification 


Immediately the decision to exclude is reached, machinery should 
be set in motion to notify several other people. First, of course, is the 
parent. The home should be called or in some other way it should be 
verified that the child will be received when he gets there. The first 
responsibility for caring for the child and receiving him lies with the 
parents, The parent should then be advised to call the family physician 
where there is one. 

Second, the excluding authority, the school physician, nurse, or 
some other carefully picked person, should notify the room teacher 
and the room teachers who have brothers and sisters of the child. 
These latter should be scrutinized carefully for similar suspicious 
signs, 

Third, the local health authorities should be notified at once of any 
child excluded because of signs which may indicate a communicable 
disease. All of these routines must be in accordance with the regula- 
tions of local boards of health and thoroughly understood by all per- 
sons concerned, Each exclusion will also be reported to the school office. 


274 School Health Education 


5. Referrals 


What parents do with children suspected of having infectious 
diseases is largely a private matter, The school has accomplished its 
purpose when it has broken the contact between the child and other 
children in school, Certainly they should at least report the case to 
local health authorities and be visited, perhaps, by a public health 
nurse. Many parents, however, have no physician and never heard of 
the local health authorities. The school authorities should be ready in 
any case to (a) refer parents to physicians in their neighborhood or 
to the information bureau of the local medical society, (b) refer 
parents to the local public health nursing office and the local health 
office, and (c) refer parents to local social agencies or health agencies 
which can arrange for medical care in cases of indigence. These three 
referrals are important and each school should be prepared to make 
them where necessary. Where school physicians or nurses are em- 


ployed they will be prepared to discuss the case with family physicians 
and Jocal authorities, 


6. Readmission 


Procedures for readmitting a child after illness must be worked out 
by the school authorities in conjunction with public health officials 
and in full accord with local and state public health law. Practices 
vary. In any event it is important to determine: (a) Is it safe and well 
for the child to return to school? and (b) Is it safe for other children 
to have the child back? Some such procedures as these are recom- 


a. Pupils who have been quarantined by the health department may 
be readmitted by certificate from the health department. 

b. Pupils who have other diseases or who cannot obtain certificates 
from local health authorities because of distance, time, or some other 
factor may be readmitted by certificate or notice from their physician, 


These three provisions will not cover all cases. It is important that 
Some competent authority have the readmitting responsibility. Children 
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should not be permitted to resume their studies and their association 
with others on merely their own or their parents’ wish. 


7. Epidemic Control 


Disease becomes epidemic when many more cases appear in a 
locality than would be considered normal or average for the month 
or season. It becomes pandemic when it crosses international or con- 
tinental boundaries, There have been some notable pandemics in the 
world’s history, such as that of influenza in 1918, and each nation or 
each community can remember notable epidemics of infantile paralysis, 
diphtheria, measles, or any of a number of other diseases which are 
transmissible to man. Such epidemics are always periods of alarm and 
anxiety. People have been taught to fear disease. They fear its presence 
and they fear its consequences. It has become a part of our mores to 
protect children, however possible, against epidemic diseases. 

In times of epidemics the school finds itself in a strategic but 
somewhat confusing position. Unfortunately the public is slow to cast 
off some century-old ideas about the nature of epidemics. Many per- 
sist in believing that all diseases are similar, that they are spread in 
the same manner, and that their causative organisms behave precisely 
alike, Furthermore, it remains in the minds of many that schools should 
forthwith be closed during epidemics to prevent the spread of “con- 
tagion” and that rooms and buildings should be “fumigated” after- 
ward. 

Suggested School Health Policies has this to say on the matter of 
closing schools during epidemics: 


Contrary to beliefs expressed in popular hysteria, epidemics occurring 
in communities having well-organized, efficient public health facilities usually 
can best be controlled if schools remain open but take special precautions 
for regular daily inspections and continuing observation to detect promptly 
any students who show signs of illness. The decision regarding the closing 
of schools when epidemics occur or threaten may be decided locally by 
answering the following two questions: 

1. Are nurses and medical staffs so adequate and the teaching staff 
so alert that the inspection, observation, and supervision of students 


will keep sick students out of school? 
2. If schools are closed, will students be kept at home and away 
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from other students, so that the closing of schools will not increase 
opportunities for contact with possible sources of infection? 


As a general policy, when question No. 1 can be answered affirmatively, 
or when question No. 2 is answered negatively, schools should be kept 
open in the face of an epidemic. This is most often the case in large public 
schools and in thickly settled communities, 

Schools should be closed when question No. 1 is answered negatively or 
question No. 2 affirmatively. In smaller communities with scattered homes, 
where chances for personal contact are limited, this is frequently the 
situation, 

In rural communities where pupils are transported in buses and close 
contact is unavoidable, it also may be advisable at times to close the schools? 


The Twentieth Yearbook indicates much the same when it recom- 
mends; 


If schools are already in session and an epidemic develops, the decision 
as to closing the schools should rest largely upon the availability of resources 
for supervision of school children. Closing the schools leaves the children at 
loose ends and favors community contacts and dispersion of infection 
through such channels as theaters, playgrounds, public conveyances, stores, 
and neighborhood contacts to a greater extent than would be the case if 
schools were open. On the other hand, keeping the schools open creates a 
definite hazard unless means are available to administer effectively a policy 
of close Supervision and rigid seclusion within the pupils’ own homes as 
outlined previously, 

If the schools are not yet in session and an epidemic begins, as is often 
the case with infantile paralysis, it may be desirable to postpone the opening 
of the schools for a few weeks, Postponement is not the same as closing the 
schools, because if the schools have been open, school contacts have already 
been made and not as much is gained by closing them. If they have not yet 
been opened, the schoolroom and schoolground contacts can be avoided by 
postponing the Opening. This procedure is more important for its psycho- 
logical effect on the public than for its value in controlling disease. 

Where school administrators are faced with public opinion based on 
misinformation which demands the closing of schools, the situation can 
usually be met most satisfactorily by agreeing to close the schools provided 
children are rigidly excluded from all public places and are kept on their 
own home premises, This paralyzing alternative usually convinces parents 


* Suggested School Health Policies, National Committee on School Health 
Policies, 2nd ed., 1946, p. 23, 


School Controls for Disease 277 


that a properly supervised school is as safe as any other place during an 
epidemic, with the possible exception of the home. Unless the home has in 
it exceptionally wise and firm parents, the school may be the safest place.* 


The problem of cleaning schoolrooms and disposing of books during 
or after an epidemic has been described as follows: 


The traditional method of disinfection after communicable diseases is 
fumigation accompanied usually by the liberation of formaldehyde or sul- 
phur gas into the room or rooms after sealing doors, windows, and crevices. 
Both methods are expensive, destructive, unpleasant, inconvenient, some- 
times dangerous, and, what is most important, always ineffective. The proper 
use of fumigation is for the destruction of vermin, not the eradication of 
germs... .. 

y I the school room, the principal sources of infection are human beings. 
The presence of communicable diseases does not involve special methods 
for insuring cleanliness, nor is the use of chemical disinfectants necessary 
or even desirable. All that is required is thorough application of the four 
simple ingredients of complete cleanliness, namely, soap, water, sunshine, 
and enthusiasm. Thorough cleanliness is the watchword. Little danger 
attaches to furniture, walls, and desks, and little more to commonly handled 
objects such as doorknobs, pencils, pens, and books, unless they are handled 
almost immediately after being freshly contaminated. Nevertheless, chil- 
dren, parents, teachers, and possibly even school administrators may experi- 
ence a greater sense of security if desks, window sills, and doorknobs are 
washed after a communicable disease has been discovered. This means, of 
course, not all the desks in the room but the ones used by the sufferers. . . « 

Schoolbooks and public library books are unimportant as far as the trans- 
mission of disease is concerned. Unless they are grossly contaminated and 
passed almost immediately to another user, the danger of infection is slight. 
In view of the numerous cases of unrecognized disease that exist and the 
number of such persons through whose hands these books may pass without 
any precautionary measures becoming possible, it is rather illogical to apply 
extreme measures to books which are known to have been more or less 
recently in the hands of persons suffering with communicable diseases. 
Nevertheless, public opinion changes slowly, and there are demands that 
something be done. 3 ; 

Books which have been used by patients with minor communicable 
diseases such as chicken pox, German measles, and mumps, require no 
special attention unless they have been grossly contaminated,® in which 
case they should be destroyed. Books that have been used by persons with 


“Health in Schools, p. 335. 


Means obviously contaminated with nose and mouth secretions. 
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major communicable diseases such as infantile paralysis, smallpox, or 
diphtheria, should be put out of use for thirty days. . 

If books have been in the home where major communicable disease exists, 
it should be assumed that they have been used or handled by the patient 
and they should be treated accordingly. Pamphlets or leaflets used for ac- 
cessory reading and of small intrinsic value may be destroyed.® 


On the other hand, there are competent authorities who recom- 
mend that if disinfecting procedures are to be used at all they should 
vary according to the resistance of the organisms and not to the 
severity of the disease in the individual attacked. The procedure of 
disinfecting or disposing of books at all is severely questioned. 

In recent years experimentation has been undertaken to determine 
whether room atmosphere can be purged of disease-producing or-: 
ganisms by the use of vapors or rays. However, independent com- 
mittees of the American Public Health Association and the National 
Research Council have reviewed the results of this work and con- 
clude that the general use of ultraviolet irradiation or disinfectant 
vapors in schools, barracks, and industrial environments is not justified 
at the present time. 


A SCHOOL PROGRAM OF CONTROL 


Perhaps the best way to summarize the problem of communicable 
disease, particularly of diseases of a respiratory type, will be to repro- 
duce an actual program which is in action in a typical public school 
in a small but enlightened community. Here is a plan, originally con- 
ceived by the school-community health council, refined and amplified 


by the school nurse, approved by the superintendent and board, and 
now in effective operation: 


COMMUNICABLE DISEASE CONTROL PROGRAM 
IN 
THE WORTHINGTON PuBLIC SCHOOLS 


I. PREVENTIVE MEASURES 
A. Employees: 


1. Tuberculosis: 
a. Prior to the notice of their re-employment or the acceptance of 


their contract, all employees of the Board of Education shall 
° Health in Schools, p. 340. 
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present satisfactory evidence annually of being free from tuber- 
culosis, 

b. Any employee found to have active tuberculosis shall be relieved 
of his duties forthwith and will be granted a leave of absence 
with pay until the termination of the current school year. The 
employee thereafter will not be re-employed or returned to duty 
until the disease has been shown to be non-active. 

2. Smallpox: 

a. New employees of the Board of Education shall show evidence 
of a vaccination for smallpox within the preceding five year 
period. 

b. All employees shall be re-vaccinated every five year period, 

8. Diphtheria: 

a. In the event of an epidemic the course of action will be left to 

the discretion of the Franklin County Board of Health. 
B. Food Handlers: 

a. In addition to the above (A-1, 2 and 8) all food handlers in 
the regular lunch service of the schools shall have a Food Han- 
dler’s Certificate from the Franklin County Board of Health and 
shall renew it annually by the second week in March. 

C. Students; 
1. Smallpox and Diphtheria: 

a. All pupils entering the Worthington School System for the first 
time shall show, as a condition for entrance, a successful im- 
munization against the diseases of smallpox and diphtheria. 

2. Whooping Cough: i : 

a. It is recommended to parents, but not required, that pupils be 
immunized against whooping cough before entering the school 
system, 4 

D. Only pasteurized white milk shall be sold on the school premises. 


II. CONTROL MEASURES 


A. Exclusions and Admissions: th ie 
1. When excluding from school for illness or admitting to schoo 7 - 
lowing illness, students should be referred to the school nurse if a e 
is in the building. Otherwise, refer them to the principal and notify 
the nurse on her scheduled visit. i : 
a. Any undiagnosed illness shall be referred for exclusion or re 
admission. 
b. Any illness of three days or more shall be i fi 
c. Any communicable or nuisance disease shall be referred. 
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B. Measles: 

1, Children completely recovered, with no rash, may return to school 
no sooner than one week after the onset of illness. 

2. Contacts are not excluded. 

C. German Measles: 

1. Children may return to school as soon as recovery is complete, but 
no sooner than one week after the onset of illness. 

2. Contacts are not excluded. 

D. Chickenpox: 

1. Children may return to school no sooner than one week after the 
appearance of the first pox. Children are not to be excluded if dry 
scabs are present on the skin. 

2. Contacts are not excluded. 

E. Mumps: 

1. Children may return when all swelling has disappeared, but no 
sooner than one week after the onset of illness. 

2, Contacts are not excluded. 

F. Whooping Cough: 

1. Children may return to school upon recovery, but no sooner than 
three weeks after the onset of illness. 

2. Contacts are not excluded but shall report to the school nurse. 

G. Scarlet Fever (and Streptococcic Sore Throat): jl 

1. Children may return upon recovery, but not before one week after 
the onset of illness, 

2. Contacts are not excluded but shall report to the school nurse. 

H. Meningitis (Meningococcic): 

1. Children may return when completely recovered but not before two 
weeks after the onset of illness. 

2. Family contacts may return to school only with the written permis- 
sion of a physician. 

I. Poliomyelitis: 

1. Children may return upon recovery but not before one week after Jf 
the onset of illness, 

2. Family contacts shall be excluded for seven days from the last ex- 
posure and readmitted only with the written permission of a 
physician. 

J. Diphtheria: 

1. Children may retum after laboratory tests are negative or fourteen 
days after the onset of illness, 

2. Family contacts shall be excluded for five days from the last ex- 
posure and readmitted only after negative laboratory tests. 
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K. Epidemic Encephalitis (Sleeping Sickness) : 
1, Children may return upon recovery and with written permission of a 
physician. 
2. Contacts shall be excluded and readmitted only with written permis- 
sion of the county health doctor. 
L. Nuisance Diseases: 
1. Impetigo, Scabies, and Ringworm of the scalp or skin: Children 
may return with a doctor’s written permission. 
2. Pediculosis (Headlice): Children may return when disinfestation is 
complete. 
8. Conjunctivitis (Pink Eye): Children shall be excluded until clinical 
recovery and returned with a doctor's written permission. 
4. Common Cold: Children shall be excluded for three days from the 
onset of illness, 
M. Rashes, Sore Throats, or Fevers of 100 Degrees or Over: Children shall 
be excluded until recovery. 
CONTACTS OF THESE COMMUNICABLE DISEASES SHOULD 
BE OBSERVED DAILY AND AT THE FIRST SIGNS OF ILLNESS, 
SENT HOME. 
A contact is any person known to have been sufficiently near an 
infected person to have been presumably exposed to transfer of 
infectious material directly, or by articles freshly soiled with such 
material, 


III. ADMINISTRATIVE PRACTICES 


A. Teacher's Responsibility: ba 
l. A daily morning screening program with exclusion of suspicious 
cases shall be maintained. Ti j 
2. The school nurse shall be notified of cases requiring her attention. 


B. School Nurse’s Responsibilities: i " 
l. She shall act as exclusion and readmission officer—when in build- 
ing. (Refer to Item II-A, Exclusions and Admissions.) 
2. She shall be responsible for immunization program. ‘ 
8. She shall be responsible for publications and contacts with parents 


for the communicable disease control program. ne 
4, She shall frequently inspect the cafeterias and other facilities serv- 


ing the school. i TA 
5. She shall be the liaison between the Worthington School District 


and the community concerning subjects of health.” 
x Worthington, Ohio, 1951. , 
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SPECIAL PROBLEMS 


There are some particular and major problems of disease control 
which deserve special consideration. 


The Common Cold 


Until scientists discover more about the etiology, means of trans- 
mission, and ways of prevention of the common cold it will remain 
the most troublesome disease problem confronting the schools and by 
far the principal cause of absences. It is troublesome not only because 
of the discomfort and retardation caused by the cold itself but because 
in its early stages it is barely distinguishable from the even more 
serious infectious respiratory diseases. Not one school in a hundred 
could exclude from school every child presenting symptoms of the 
common cold, and yet if some control is not exercised the so-called 
“children’s diseases” run rampant through school systems. A consensus 
seems to show the following controls as useful: 

1. Parents should be encouraged to keep their children at home 
when the usual signs and symptoms of a cold are noticed. 

2. They likewise should be advised to keep the children with the 
beginning signs of a cold in bed for the first two or three days as a 
precautionary measure not only against a “worse” cold but against 
any more serious disease. 

8. Children with beginning and severe colds should be sent home 
from school with escort. 

4. It is not advisable to judge the communicability of a cold by the 
use of a clinical thermometer in the hands of a nonmedical person. 
Temperature above 98.6 may or may not be present in the early 
stages and thus the nonmedical person cannot take an arbitrary stand- 
ard of, say, one hundred degrees as a point of exclusion. 


Tuberculosis 


Among communicable diseases causing death among the school-age 
group tuberculosis is one of the leaders. It is exceeded only by pneu- 
monia and diarrhga and exceeds whooping cough by a large margin 
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among people under twenty years of age, How much of this incidence 
is due to circumstances within the school is not accurately known but 
it may be very well assured that some of it is, In the face of this all 
schools can and should do no other than institute a full tuberculosis 
control program. No child should be permitted to contract tuberculosis 
because of the callous assumption on the part of school authorities that 
tuberculosis is a problem for the home and for public health workers. 
Children bring tuberculosis to school with them. So do teachers, The 
school thus becomes a medium for its transmission to others, A control 
program is the only answer to date and the following are the essential 
steps in such control; 8 

1. The tuberculin test may be given to all elementary-school children 
upon entering school. The form of the test, whether it be the patch 
or the Mantoux, can be left to local medical authorities. Further 
tuberculin testing is now considered unnecessary until adolescence 
(age 10-12). 

2. All reactors should have an x-ray examination of the chest for 
further determination and if the disease, in either its primary or its 
reinfection form, is found, the child should be placed immediately 
under competent medical care. 

8. The information on each child should be as complete and accurate 
as possible in regard to the disease history of close relatives. 

4. Teachers in elementary schools should sharpen their continuous 
observations on the health of their pupils to be on the alert for any 
unusual behavior or complaint upon the part of students, and when 
such deviations from the normal are observed they should be promptly 
reported to parents and to school medical authorities. 

5. Secondary-school students (particularly upon reaching adoles- 
cence) should receive the same tests and observations. However, be- 
cause of the higher rate of tuberculosis and the greater effectiveness 


For an amplified description of modern and recommended control tech- 
eile the reader is referred to Dan Morris and R. H. Runde Tuberculosis Con- 
trol and Teaching Tuberculosis in Schools,” Edwin R. Levine, “Can Tuberculosis 
Be Eradicated in School Children?” L. T. Collins, “The Part of Local Practicing 
ysicians in Tuberculosis Control in Schools,” and S. A. Slater, Importance of 
and Accomplishments in Tuberculosis Control Among School Children, "The Jour- 
nal of School Health, January, 1951; and H. R. Edwards, A. B. Robins, ‘Simplified 
Tpocedures in Tuberculosis Control,” American Journal of Public Health, May, 
3, p. 517, 
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of the x-ray in this age group, many schools are finding it profitable 
to dispense with tuberculin testing and go directly to the x-rays, 
using portable machines and miniature films for the first screening. 
Children who are known to be in contact with tuberculous persons 
should be examined frequently, 

6. Every school employee should be required by the board of 
education (a) to submit, before employment, evidence of freedom 
from tuberculosis and (b) to submit the same evidence every two 
years thereafter. This required measure will stand up in the courts 
against those who view any such precautionary measures as an 
infringement of their personal rights. Courts have sustained boards 
of education who have required teachers and others to be x-rayed 
as a protection for children. 

7. There should be a complete program of education about the 
disease which brings to the student population, to teachers, and to 
parents in the home the full and accurate story of tuberculosis preven- 
tion, detection, and care. Only through education and scientific medical 
care can the disease be brought fully under control. People must 
know about the disease and act in accordance with what they know. 
Such a program must be geared completely with the efforts of local 
health authorities and must be aimed at ever more efficient case-finding 
programs, 

8. The school program should be supplemented wherever possible 
by a complete community program of control aimed at a universal 
application of the chest x-ray to find every adult case and to remove 
him from public contact. 

9. All personnel found to have tuberculosis should be removed from 
contact with others until, in the judgment of medical authorities, it is 
safe to allow them to return. The removal from duty of employees may 
work a hardship. In that event the board of education could well con- 
sider plans for extended sick leave with financial benefits to protect 
the employee against destitution. 

In 1948 the National Tuberculosis Association had this to say about 
an ideal control program: i : 


Determination of clinical tuberculosis is achieved by chest X-ray and 
careful clinical examination of those individuals with evidence of infection 
on the basis of a positive tuberculin test. An ideal tuberculosis control pro- 
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gram envisions an annual tuberculin testing of each individual from birth 
throughout life and an annual chest X-ray of positive reactors. Such a pro- 
gram is impossible of accomplishment for most communities. A more prac- 
tical solution is a routine chest X-ray for those fifteen years of age or older. 
The tuberclin test, if positive, may add valuable diagnostic information.® 


Recent scientific developments in the treatment of tuberculosis may 
add still another important measure in the control of this disease. 


Cancer 


Cancer is not generally thought of as a disease of the school years, 
And yet it causes many deaths among young people. Until such time 
as research workers in cancer can reveal the mystery of cause and 
develop preventive and curative measures, control will be centered 
principally in early recognition and treatment. Some teachers are 
under the impression that cancer is principally a disease of middle life 
or old age and thus would be of little interest to school children. The 
facts contradict this view and indicate clearly that education about 
the disease should begin in junior high school and continue through 
until the entire story is familiar to the school population. 

The American Cancer Society recommends the development of the 
following concepts in this educational program: 


a. Cancer is curable when detected early and treated promptly and ade- 
quately. 

b. The danger signals are the keys to early detection. 

c. Reliance is placed on three methods of treatment from competent 
sources: X-ray, radium, surgery. 

d. Periodic physical examinations are essential. 

e. Cancer is an uncontrolled growth of cells. 

f. Cancer may occur at any age. It is particularly prevalent in older age 
groups. 

g.- Research and cancer control programs of public and private agencies 
have improved the situation; more such effort is needed.10 


? Children with Special Health Problems, Report of the Committee on Educa- 
tional Adaptations for Children with Special Health Problems, National Tubercu- 


losis Association, 1948. 
American GANGET Society, “Cancer Education in the Schools,” Health, Physi- 


cal Education, and Recreation, September, 1949, pp. 442 f. 


286 School Health Education 
Skin Diseases 


Schools are frequently, some constantly, beset with epidemics of 
skin diseases. Ringworm, impetigo, pediculosis, itch, and head lice 
or body lice are the most common communicable ones. Eczema, acne, 
and hives are common among the noncommunicable skin diseases, 
All of these require school controls, not because of their mortality but 
because their occurrence usually leads to retardation, absenteeism, 
embarrassment, social prejudice and ostracism, personal feelings of in- 
adequacy, and, in more than a few instances, secondary infections of 
a more serious sort. Controls for skin diseases may be school spon- 
sored precisely as for tuberculosis: 

1. There should be continuous observation of the skin of the hands, 
face, neck, and scalp of all pupils and, wherever possible, observation 
of feet to locate deviations, This is as important in the secondary 
school as it is in the elementary. 

2. Children with communicable skin diseases should be excluded 
from all contact with other children; they should not use towels, shower 
rooms, swimming pools, mats, utensils, or books used by other 
children; they should be excluded from school completely unless they 
are dressed to prevent the spread of the disease. 

8. Children excluded entirely should remain at home until they 
are medically approved to return. Such exclusions should be reported 
to public health authorities, 

4. Floors of gymnasiums, shower rooms, locker rooms, pool decks, 

training quarters, and all other floor areas likely to be moist and to 
come in contact with the skin should be cleaned and scrubbed thor- 
oughly every day and should be aired or ventilated so as to be kept 
as dry as possible. 
_ 5. Whenever gymnasium, swimming, home economics, band, or 
other clothing is rented it should be pasteurized (not boiled) before 
being passed on to the next person. If gymnasium clothing (even socks 
and supporters) can be brought to the temperature of 180°F. three 
times in the washing, it will test out free of the communicable organ- 
isms of skin diseases, 

6, All students should shower thoroughly before using pools and 
after physical education periods, A 
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7. Students should be taught to dry off completely, hair and feet 
particularly, after using showers and pools, 

8. Foot baths with disinfecting solutions are of less consequence 
in the control of ringworm of the feet than the controls just men- 
tioned, 


Venereal Disease 


Figures or estimates on the amount of venereal disease among the 
school population are less reliable, perhaps, than for other diseases. 
They indicate, nevertheless, that there is venereal disease among the 
school population. Syphilis is not uncommon among the high-school 
population, nor is, of course, gonorrhea. Roughly 12 percent of venereal 
cases are among people fifteen to twenty years old. Nonsexual gon- 
orrheal vaginitis has been found among elementary-school children. 
The venereal disease problem exists. It cannot be brushed aside as 
something not at all pertinent to school health education. Its peculiar 
place in the public mind, related as it is to morals and taboos, seems 
to make venereal diseases a special problem. Actually, they are merely 
infectious diseases and should be considered as such without fear, 
self-consciousness, or community opposition to the effort. Each of the 
principal venereal diseases is far too serious, too deadly, to permit a 
prudish nineteenth-century attitude to keep adequate controls of these 
diseases off the agenda of a modern program of school health educa- 
tion. Such controls would include the following: 

1. A full program of instruction about the venereal diseases should 
be given concerning their nature, means of communication, prevention, 
the problem of case finding, quackery, treatment, relation to heredity 
and to congenital factors, and all other information required to produce 
an informed and enlightened school population. 

2. A program of parental orientation with the problem of venereal 
disease is necessary in which not only the school program can be 
explained but also the information possessed by parents can be 
brought up to date. i as, 

3. A program of case finding, using the physical examination, per- 
sonal counseling, blood serology tests, and any other technique avail- 
able, is essential. When cases are found they should be excluded from 
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school activities until medically permitted to return. Such cases as 
found in school should be reported to public health authorities. 

4, If the school can obtain the coöperation of private physicians and 
of public health officials in reporting student cases to school authori- 
ties, the school not only can protect its other students by that knowl- 
edge but also can assist the physicians in the educational program to 
which each case is usually submitted. In the instance of the venereal 
diseases, as in tuberculosis, a strong control program involving medi- 
cine, public health, and education offers an effective attack upon 
disease. 


Heart Disease 


There are varieties of heart disease, all of which have some bearing 
upon school health education, Hearts may be structurally or function- 
ally damaged, may be rheumatic, or may be congenitally malformed. 
Variations in heart function may be psychologically engendered. There 
are wide variations within these groups and it is safe for school people 
to assume that each child with a heart disability is different from the 
next. The differences will appear not only in the nature of the dis- 
ability but in the interpretation and recommendation made by the 
physician concerning it. Not all children with heart variations are 
“heart cases” and to be treated as invalids. Not all, by any means, will 
respond to purely medical treatment. Many need analyses of their 
social, psychological, and personal states to determine possible causes 
of the cardiac irregularities. Each case must be dealt with medically 
and educationally as different from all others, and programs of study, 
physical education, and extracurricular activities must be discussed 
and arranged to suit the student at hand. 

Nor is there such a thing as “athlete’s heart” in the sense of a heart 
damaged by athletics. Evidence, conflicting and unrelated though 
some of it may be, indicates that a previously undamaged heart will 
not be damaged by strenuous sport per se. The heart can be damaged, 
but only by disease, exposure, malnutrition, tobacco, and so on, not 
by work as represented by schoolboy athletics. Athletes do die from 
heart disease the same as other people but it was another factor, not 
the athletics, which caused the inferiority in the heart. 

It has been estimated that somewhere near 1% percent of all school 
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children have some form of heart variation of sufficient severity to 
present a medical and an educational problem. In these instances 
school procedure should be as follows; 

1, The school program should be modified in any way to accommo- 
date the needs of the child. Restrictions on stair climbing, consecutive 
study hours, physical education activities can be worked out to fit the 
problem presented. 

2. Cots should be set up to the number needed where children in 
need of rest may use them, 

3. Home tutors should be provided for children with heart disabili- 
ties so severe as to keep them from attending school. 

4. In the school’s programs of continuous observation, teachers 
should be alert to signs of loss of weight, rapid pulse, fatigue, nose- 
bleeds, chest and abdominal pains as possible tip-offs of a cardiac 
condition. Where such occur the machinery for parent notification and 
medical supervision should be set in motion. 

5. The child with heart disability should be assisted to lead as 
nearly normal a life as possible, with emphasis on his abilities and 
potentialities rather than his limitations, with help given him at every 
turn to make appropriate compensations, and with every opportunity 
to gain those values from school activities, physical education, shop, 
and other sometimes barred activities as will be compatible with his 
condition. Great disservice is frequently done such children by excus- 
ing them forthwith from physical education. A physical education 
program should be constructed for them from which the satisfactions 
of success, of skill, and of sociability will come as surely as to the 
“normal” child. 


Rheumatic Fever 


Rheumatic fever causes more deaths than any other disease in chil- 
dren of school age. It usually strikes early, first or second grade, but 
without any spectacular onset in most cases. For that reason the 
coöperation of teachers in recognizing early symptoms is important. 
Teachers and parents alike should be sensitive to the appearance of 
these signs and conditions which may be preliminary to rheumatic 


“Rheumatic Fever and the School Child,” Special Report, Pediatrics, Septem- 
T, 1948. 
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heart disease: failure to gain weight, pallor, poor appetite, fatigue, 
frequent colds and sore throats, scarlet fever, unexplained nosebleeds 
or fever, pains in arms, legs, or joints, unusual restlessness, history of 
rheumatic fever, and a decreasing accomplishment in a child who has 
usually done well. 

Children showing such signs should immediately be referred to 
parents and a physician for an examination. A program of education 
can be worked out intelligently only if parents, physician, and school 
personnel work together on the problem of the individual child. 
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Mental Hygiene Activities 


E status of the mental health of the population gives no assur- 
ance at all that the influences at work in and on childhood ars 
wholly good. On the contrary, there is ample reason to believe that 
there are factors in the home, school, and neighborhood (and in 
heredity as well) contributing very really to the maladjustments and 
dislocations of child life which, in many cases, develop into psycholog- 
ical illnesses. Frankwood Williams once estimated that there were a 
million children in school who would later become inmates of hos- 
pitals for the insane.! The chances seem to be about eighteen to one in 
a city like New York of escaping psychiatric treatment in an institu- 
tion From all sources come facts, estimates, guesses as to the extent 
of mental illness, and one can only conclude that this is one of the 
nation’s greatest health problems. 

The toll of mental disaster is high. The missed opportunities for 
developing the fullest in psychological capacity is even higher. The 
problem is not merely one of preventing illness—it is even more chal- 
lenging when viewed as one involving the cultivation of psychological 
strengths, of the development of power, of control, and of liberation 
of the mind from all the fettering impedimenta of a worrisome life so 
as to allow for full expression of an intellect and personality in con- 
structive channels. It is as important to prevent a “nervous breakdown 
as it is to prevent tuberculosis. It is also as important to cultivate 
peace of mind as it is to develop well-nourished and strong tissue in 


1D. E. Armstrong, “Immediate Opportunities in Child Health Conservation,” 


Ameri 1 of Public Health, June, 1926, p. 583. i 
i E “The e le of Mental Disease in New York City 
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the muscles. It is the familiar story of prevention and development, 
In this area of health one deals with the life of the mind, the emotions, 
the personality, the causes and influences of behavior, the inner re- 
sources of an individual which in all likelihood determine whether he 
makes the adjustment to a highly complicated society or whether he 
goes under. 


THE SCHOOL’S RELATION TO MENTAL HYGIENE 


The school is unavoidably in the middle of all this. It can neith 
evade nor disavow its responsibility. Children who come at six an 
leave twelve or fewer years later have been affected psychologically b 
school life. One could not spend five hours a day, five days a week, 
thirty weeks a year for twelve years living in a group, meeting the 
pressures, reacting to the successes and the failures, without being 
profoundly affected by life within a school. The intriguing question 
is: Is the effect of that life good—or bad? Does schooling contribute 
to or detract from one’s ability to get along in life psychologically? Is 
the school intimately or remotely concerned with those million chil- 
dren who, before they die, will have been in hospitals for the insane? 

What the school does in mental hygiene it does for the same reasons 
that it operates a program devoted to the improvement of other as- 
pects of a child’s health. It cannot be concerned only with a “physical” 
side of life. It must accept the child as a whole and prepare a program 
of instruction and activity aimed at the totality of his life. A program 
of mental hygiene becomes imperative in any locality, in any school. 

Where does one look for a description of the problem involved here? 
Increasingly studies are revealing the nature of the psychological and 
emotional status of children. For example, a study made on 805 tenth- 
graders using the California Mental Health Analysis showed that boys 
differed from girls favorably in emotional stability, that rural children 
differ favorably from urban in the sense of personal security and 
emotional stability, that the more friends a person has the better his 
state of mental health, and that about one child in five or six shows 
evidence of psychological maladjustment of some kind. 

Wherever one looks there are children or young people whose need 


4 A. R. Mangus and R, H. Woodward, An Analysis of the Mental Health of | 
High School Students, Ohio Department of Public Welfare, 1949. 
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for guidance and counseling, as they struggle to master a frequently 
adverse environment, is manifestly evident. The school, like the com- 
munity * of which it is a part, needs to give thought to developing 
action in three principal areas where work will be helpful: (1) the 
development of a program for the treatment of those already mal- 
adjusted or ill, (2) a program of guidance or counseling services to 
help children meet their daily problems, and (3) the development of 
instructional materials in this area precisely as they have been de- 
eloped in the other more familiar aspects of hygiene. 


THE PROGRAM 


What, then, would be an adequate program of mental hygiene in a 
school? It would have the following elements linked together in an 
integrated plan to achieve the best in personal development for both 
students and teachers: 


1. Stated Objectives 


Clearly stated objectives in terms of child development would be 
at the heart of any program. What kind of child does the school want 
to produce? What personal characteristics should be striven for? If 
the school faculty agrees that it wishes to contribute to the production 
of a well-integrated child, the nature of that child must be described 
for all to see and understand and work toward. Such a description is 
presented in Part II, Chapter 6. If such a set of objectives can be 
formulated by a faculty, then, as has been said, all influences of the 
school must contribute toward the attainment of those objectives and 


none may detract from it. 


2. A Psychologically “Healthy” Environment 

e school system, the manner in which 
Jection and appointment of teachers, 
e attitude towards discipline, and 
d grade placement, all affect the 
” American 


“The general philosophy of th 
curriculums are prepared, the se 
types of supervision, administrativ 
school procedures in promotion an 


*See Mable Ross, M.D., “A Community Mental Health Program,” 
Journal of Public Health, August, 1951, p. 950. 
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emotional health of pupils.” A “child-centered” curriculum in which 
the native interests and needs of learners are guiding factors in de- 
termining content is more likely to be productive of contented chil- 
dren than one in which the content is determined by “college boards,” 
state scholarship contests, or other extraneous standards, A school in 
which the students feel at home, as if they were a part of it rather 
than merely forced to attend classes in the building, one in which 
there is mutual respect and a friendly attitude between staff and stu- 
dents, has this healthy atmosphere. The system of discipline, of rules 
and regulations governing student conduct must be eminently fair 
and intelligent and its formation participated in by students if possible. 

When the school does not qualify as the butt of the old jokes about 
how happy students are when the building burns or teacher is ill or 
vacation is at hand, then it is well on the way toward being a fine 
influence on the lives of its boys and girls, 


3. The Acknowledgment of Variations 


Modern schools are moving more and more toward the acknowl- 
edgment of and programming for individual variations among students. 
Children will vary widely in mental ability and in behavior. Some will 
progress rapidly, some slowly, some will show evidence of scholastic 
brilliance, others will be quite ordinary in their intellectual accom- 
Plishments. Some will show their emotional disturbance by an allergic 
skin reaction while others will lose their appetite because they do not 
like their teacher or because they feel they cannot meet the demands 
of the assignment. Some will fidget and some will persecute, some 
will refuse to talk and others will want to leave school, all because of 
some inability, some frustration involved in the school situation. 

The alert teacher not only will recognize these variations and be 
sophisticated about their origin but will also be interested in a dis- 
covery program of testing which will help him locate disturbed 
children thus better to cope with them. 

Although many of these psychic or emotional states are originally 
developed in childhood (thus making mental hygiene programs in 
elementary schools particularly important), nevertheless, there are 
many problems of the adolescent which need careful attention. It is 

* Many of the selected readings in the bibliography refer to such usable tests. 
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not only that the adolescent manifests his emotional needs and con- 
flicts in alcoholism, hot rods, thievery, narcotics, and sex explorations. 
These, as W. A. Schonfeld ê points out, are merely violent modes of 
expression or attempts at solution of conflict. The greater problem 
seems to be to understand the adolescent as he develops and meet the 
basic challenges resulting from physiological development and social 
pressures: (a) the need for emancipation from adult authority, (b) 
the sex drive, and (c) aggressive drives to achieve and dominate. 
Problems thus grow from many origins—from changes in physical 
growth, from relationships with his fellows, his peers, from disturbed 
parent relationships, and from the necessity of adjusting to school. 

All of which emphasize heavily the need for dealing with children 
and with adolescents as individuals in an effort to help them solve 
their problems and to grow in stability and optimum adjustment to 
their complex world. 


4. Well-Adjusted Teachers 


Because so much of a program of mental hygiene depends upon the 
attitudes and activities of teachers it is important to do everything 
possible to secure their emotional good health. The teacher is in a 
position, through the sheer presence and influence of her personality, 
to affect the development of a variety of emotional and intellectual 
responses on the part of her pupils. W. V. Snyder in a series of three 
articles 7 has presented an important summary of recent investigations 
on mental hygiene in schools. He indicates that Boynton has shown 
that teachers with the best mental health themselves had the more 
Stable pupils. Baxter has “shown marked evidence that the behavior of 
the teacher has an effect on the pupil’s sense of security, freedom from 
tension, courtesy, resourcefulness, and seeking of social recognition. 
Furthermore, a teacher relatively free from problems of her own can 
be more alert to problems of others and can devote more time to 
creating the classroom atmosphere in which children can develop 
socially and creatively. 

f “ actitioner’s Role in Management of Per- 
He PETES peras of the American Medical Association, 
December 8, 1951. 


“Wm. V. Snyder, “Recent Investigations of Mental Hygiene in the Schools,” 
Educational Research Bulletin, Oct., Nov., Dec., 1945. 
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The teacher whose economic life is secure, who likes her job, who 
is organically well, who participates with satisfaction in the social and 
recreative life of the community is a better teacher because of these 
satisfactions. A teacher who is able to handle criticism and gossip and 
not be depressed by it, who faces the onset of sedentary life with 
resources able to meet it, and whose own emotional sex life is in order 
becomes a far better teacher than others who do not live that way. 
The harassed teacher, worried over finances, insecure in her position, 
nettled by students, worried over personal matters, resentful of her 
sex, fretful in the classroom, lacking in resources for self-entertain- 
ment, and bored with life is the one most likely to be a deterrent to 
the best psychological program for students and to be an impediment 
herself to their emotional growth. This latter type of teacher is a 
menace to students and should be removed from association with 
them. 

An interesting program for mental hygiene with particular reference 
to teachers was adopted by the House of Representatives of the 
Chicago Teachers Union in March of 1951. In its section on “Tech- 
niques for Preserving Mental Health” the following recommendations, 
among others, are made: 


Increased vigilance should be exercised in maintaining generally healthy 
working conditions for the joint benefit of administrators, teachers, and stu- 
dents. The following are examples: reduction of class load to allow for better 
attention to individual students; uniformity of records to eliminate excess 
clerical work so that the teacher may be released to do student counseling; im- 
proved sick leave; reduction of money collections, adequate building, light- 
ing, heating, and equipment facilities for all; comforable teacher rest rooms; 
a lunch period for each teacher free from pupil supervision; and democratic, 
non-authoritarian procedures among administrators, teachers and students to 
allow for freer expression of opinion in policy making within the schools. 

; All these together would result in over-all lessening of strain and in develop- 
ing an increased respect for the individual and his problems. Thus would be 


created a wholesome atmosphere of well being which is a prerequisite for 
good mental health. 


5. Classroom M anagement 


If the facts were known most people would be surprised to realize 
how much of life is learned in the twelve years of school. There is no 
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way of accurately gauging the influence of that experience but it 
would seem of major importance as a factor in the development of 
social and emotional maturity. Nor is there any way of estimating the 
unique contribution of the school. The child grows up a product of 
his total environment—home, school, playground, all—and it can only 
be hoped that the influence of the classroom, as one of these environ- 
mental forces, is good rather than neutral or bad. For it is not enough 
that the classroom merely creates no additional problems. It has the 
opportunity to be a positive influence—to help the pupil not only 
solve some of his problems but develop those substantial qualities 
which make for successful adaptation to his environment. The atmos- 
phere of the school, of the classroom, should be such that the child 
will learn to tell the truth instead of lie, be courageous instead of 
cowardly, be polite instead of rude, honest and not deceitful, com- 
panionable rather than antagonistic. A classroom which seeks those 
positive, desirable qualities rather than merely trying to correct the 
undesirable ones will make a greater contribution to the integration 
of personality. 

The teacher is, of course, the central figure in this influence. Once 
the teacher can accept the point of view that her influence can and 
should go beyond the mere dispensing of knowledge and enter the 
realm of total development, she then recognizes infinite possibilities 
in teaching. She can teach children to face reality, to seek value from 
things inherent in the act, to respond to inner and not imposed moti- 
vations, to seek and get a clear estimation of self without delusions, 
to enjoy fair appraisal, and to cultivate those study values which will 
be productive of results. The influence of the teacher in these matters 
is very real, not less important than the home. A school seeking an 
integrated personality as its ultimate objective cannot fail to enlist 
the aid of every teacher in the accomplishment of this aim. 


6. Discovery and Screening 

Finding emotional or personality variants is like finding cases of 
organic disturbance. They have to be screened out from the rest and 
sent to other places where help can be given in restoring them to 
normal behavior. There are signs of variation in behavior just as there 
are signs of variation in membrane color or heart rhythm. The teacher, 
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through the continuous observation of states and behavior, can be 
reasonably sure that if combinations of the following behaviors appear 
the child has some problem which needs the further attention of a 
psychologist, a personal counselor, a physician, or all three. 


. Nervousness, irritability. 


. Sexually unacceptable conduct, “mashing,” overinterest in oppo- 


m mmono oP 


. Noncodperation and negativeness. 


Where such behaviors are manifest the teacher is faced with the 
question, Is this a matter I can do something about or should the 
child be sent along for additional help? Someone, sooner or later, 
must discover the causes of the disturbing behaviors. They may be in 
endocrine misbalances. They may be the results of disease or injury. 
In such instances medical advice is needed to get the probabilities of 
reform clearly in mind. They may be due to frustration, lack of affec- 
tion or success, feelings of inadequacy, inability to face reality, dis- 
orderly thinking, or the wish to project responsibility away from self. 
In such cases the teacher, if she is adequately prepared in psychol- 
Hag can do a great deal in straightening out the behavior prob- 
ems. 

Certainly it should be obvious to all teachers and to all principals 
and other administrators that behavior variations which become “dis- 
cipline problems” are explainable. There is a cause somewhere. They 
should realize that no matter how “rough” the “kids” in the school are, 
overt acts have their origin somewhere and punishment imposed at the 
moment is going to do no more than temporarily remove a symptom. 
It is like taking aspirin for a headache. The pain may go but the 


Frequent absences, tardiness, and inattention in school. 


Lying, cheating, evasiveness, “shiftiness.” 

Fearsome, withdrawing, overly shy behavior, no confidence. 
Bullying, selfishness, over-aggressiveness, quarreling. 
Dawdling, time wasting, lack of purpose. 


site sex. 


cause remains. If a thorough job is to be done with these misbehaving 
or psychologically immature children, the resources of the school and 
home must be brought to bear on seeking out the causes and facing 

up to them where they appear. 


x, 


Mental Hygiene Activities 299 


7. Counseling and Clinical Services 


Roughly, there are three types of assistance which can be brought 
to children with psychological problems: (a) that given by the teacher 
working alone or with other teachers and parents, (b) the help of a 
personnel counselor to whom children may be referred by teachers or 
parents, and (c) thegaid of a clinical psychologist or psychiatrist. So 
far few schools have the latter two types of services available. Such 
services may be developments of the future. In most schools the 
teacher must do all the counseling if any is to be done. 

In this work the teacher will want to know as much as she can about 
mental hygiene. (Preparation in the field should most certainly be a 
requirement in teachers’ colleges.) She will need assistance from many 
sources as she copes with the developing social and psychological 
problems within her classroom. She is in a strategic position to see the 
storms and irritations of group living and she can see the clashes of 
personalities as children learn to live together. Her attention will need 
to be fixed not only on the “problem child” but on understanding all 
the developing personalities in her class, She will want to help them 
all toward the maturation of normal and desirable feelings, reactions, 
and interests. 

To facilitate this, teachers in many modern schools are using tests 
and surveys 8 of personality, behavior, and social acceptance. When 
the results of these are known to teachers and parents, concerted 
assistance may be given the children in moving in the needed direc- 


ê Several such tests or surveys are available and in use. The following atid 
proving valuable in the Dept of University Schools, The Ohio State Uni- 
versity. 

a. California Test of Personality. Elementary Form. A. Grades 4-9. ine 
Thorpe, E. W. Tiegs, and W. W. Clark, A Profile of Personal and So 
abbas California Test Bureau, Los Angeles, Cal Ste ie A 

b. Self-Portrait (revised version). Intercultural Testing Program. rece i 
Elementary Series. Bureau of Educational Research, The Ohio State Uni- 

i versity, Columbus, 1943. : i 

c. The Ohio Social Acceptance Scale. Form G3 for Intermediate Grades. Ohio 
‘ Department of Education, Columbus, Ohio. j A 

d. The Ohio State University, “Social Adjustment in the High Wises Be 
tional Research Bulletin, January, 1938, pp. 6-19. pean Fea a ros 
personality index for high-school pupils and gives sample tests an 
for administration. a 
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tions. Such tests as are used at this level of counseling service are 
principally screens or rough indicators and are not, of course, diagnos- 
tic in a psychiatric sense. 

In those schools where counselors are employed they can, if they 
have the insight and training, go several steps beyond the teacher in 
seeking causes and treatments for the problems referred to them. The 
“visiting teacher,” the dean of students, the “guidance” counselor, the 
personnel worker are included on this counseling level. They should 
have every technique for guidance at their disposal short of clinical 
psychology and psychiatry. They can do effective work with normal 
as well as “problem” children. They can establish the important liaison 
with the home which makes solutions to problems easier. 

Nevertheless, such counseling service is made more effective when a 
psychologist, psychiatrist, or a mental hygiene or child guidance clinic 
is available for school use. Once thought of only as useful for giving 
intelligence tests, school psychologists have widened their sphere of 
influence to include such functions ® as the clinical studying of prob- 
lems of childhood and adolescence, helping with exceptional (gifted 
and subnormal) children, studying and counseling on behavior prob- 
lems, analyzing school life for sources of strain, easing tensions on 
school personnel, conferring on personal problems with students, 
teachers, and parents, facilitating the teaching of mental hygiene in 
health instruction, aiding in vocational guidance programs, analyzing 
truancy, and performing research in the broad field of child behavior 
and development. 

Performance of these functions would go far in improving the psy- 
chological atmosphere in a school. The services of a psychologist may 
prove to be as significant to the health of children as those of a physi- 
cian now seem to be. 


8. Instruction in Mental Hygiene 


Instruction in mental hygiene is just as broad and just as complex to 
conceive and execute in a school as is instruction in physical hygiene. 
Mental and physical hygiene are merely emphases of the same thing— 
the study of living. 


° Edith H. Huey, “The Desirable Functions of the School Psychologist,” Edi- 
cational Research Bulletin, December, 1943, p. 234. 
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Mental hygiene is usually thought of as emphasizing the problems 
of intellectual or emotional adjustment, worry and security, fear and 
bravado. It involves a study of acceptance and rejection, of prejudice 
and selfishness, of the alibi and projection, and of jealousy and rage. 
It includes the spectrum of human behavior and submits it for analysis, 
discussion, and improvement as one would deal with the easier area 
of “physical” things. Mental hygiene must be a consideration of every 
teacher. Objectives in terms of child development must be so clear 
to all that the social and psychological development of children be- 
comes as much a concern of all as their reading ability or their success 
in athletics. 

In terms of specific teaching as discussed in Chapter 4 there is 
ample material for several years of instruction in all schools. There is 
a multitude of human perplexities from which to choose as a base for 
discussions. Teachers of health instruction can and should give ample 
consideration to these matters. Students will not be reticent in reveal- 
ing their problems of anxiety and uncertainty, of emotional stress and 
ambition, their difficulties involving the search for techniques of how 
to get along, how to master their world, how to make friends or to 
fall in love, how to succeed. The problems are there. Their discovery 
is as easy, and as difficult, as the discovery of problems in other areas 
of living. Their use as classroom material is important and fruit- 
ful, 

The clue to the selection of material to be taught in this area is the 
same as it is for other areas in healthful living, namely, the selection 
and discussion of the actual dynamic problems of the students. As 
discussed in Chapter 7, no cursory treatment of the anatomy and 
physiology of the nervous system is going to have much bearing upon 
the lives of students. On the contrary, their problems of group adjust- 
ment, of relationships to law and order, to religion and war, to mar- 
tiage, and to changing beliefs—these are the sources of teachable 
material for the classroom. i 

Obviously such teaching ramifies throughout the curriculum of the 
school. Mental health is not something one learns about wholly from 
a specific “course” in it or from a unit or two in a health course taught 
twice a week in the senior year. The student is forming his points of 
view, conditioning his behavior, developing his relationships with the 
world of people and of things constantly throughout the day. Appro- 
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priate adjustment to life and the development of the characteristics of 
integration are as affected through one curricular area as another, 

Recognizing this all-school influence upon attitude, behavior, and 
personality, the Committee on Preventive Psychiatry of the Group for 
the Advancement of Psychiatry has given a report on four important 
projects aimed at promoting mental health through teaching.’° One of 
them, the so-called Ojemann project, utilized the social studies as 
hosts for the correlation of material on adjustment and is sketched as 
follows: 


The materials that have been fully developed may be indicated as follows: 
a) in the seventh grade in the course in community civics, community prob- 
lems are analyzed in terms of the dynamics of human behavior, b) in the 
eighth grade the student examines his own experiences at school, at home, 
in his play with others, in his leisure and in maintaining his general health, 
and plans his course of action based on an analysis of causes. There is also 
a discussion of family relationships in the home economics course, c) in the 
ninth and tenth grades where world history and the history of major social 
institutions are taught, not only the major events are learned but each 
civilization or institution is examined to ascertain how far it meets the major 
human needs, d) in the eleventh grade where American history and prob- 
Jems are taught, there are units on the conservation of human resources 
including the nature, extent and causes of mental illness; the care of the sick; 
and the nature of the program of prevention—with stress on mental hygiene, 
e) in the twelfth grade where modern social problems are taught, there is 
a series of units on courtship, preparation for marriage and parenthood using 
what had been previously learned about causes of human behavior.1t 


Other projects developed in an elementary school have been de- 
scribed as follows: 


For Kindergarten and Early Elementary Level 


Mental Health 
Understandings 
a. Importance of obedience to parents and teachers. 
b. That it is not healthful to resort to emotions to get one’s way. 
c. The meaning of commands given by the teacher. 
d. The values of playing fairly. 


ih Report No. 18, January, 1951; 3617 W. Sixth Avenue, Topeka, Kan. 
Professor Ralph H. Ojemann, State University of Iowa, Iowa City, Iowa. 
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e. The difference between winning and losing. 
f. The understanding that it is well to be a good follower as well as a 
good leader. 
Attitudes 
a. Feels that he is part of the group. 
b. Respects personal feelings of others. 
Skills 
a, Creates self-confidence by using good manners and cleanliness as a 


momp p 


guide. 

Practices acceptable social manners at all social functions. 
Shares with others in the group. 

Plays agreeably with children of both sexes. 

Avoids rough play. 

Helps others when they are hurt. 


For Later Elementary Level 


Mental Health 


Un 
a. 
b. 
c 


d. 
Skills 


HI p B g mpm po he op oP 


1? Health Education Study, Whittier Elementary Schgol, Minneapolis Bo 


derstandings 

The story of his own development. 

That there are differences between boys and girls, 
Why regular hours of sleep are important. 

How to relax and practice relaxation. 


Plans his own day including relaxation. i 
Makes a daily schedule to get the most done with the least fatigue. 
Eats unhurried meals. 

Follows a health program to prevent tiredness, 

Gets regular hours of sleep each night. 

Relaxes before going to bed. 

Sleeps in a quiet, ventilated place. 

Has his own bed. 

Rests for a while after meals. 

Rests for a while after strenuous exercise. 

Develops a hobby for relaxation. 

Develops confidence in himself. 


. Plays in a group. 


Gets along well with the family members. 
Gets along well with older people. 
Gets along well with schoolmates. 


Gets al ll with teachers,!? 
S a. ong well W1 ea tad of 


Education, 1950, 
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9. Physical Education Including Athletics 


The area of motor experience has long been underrated as an in- 
fluence for guidance in meeting experiences of success and failure, 
joy and disappointment. A well-conceived program of physical educa- 
tion will give its participants an opportunity to feel the satisfactions 
of achievement, and to many such satisfactions are of prime impor- 
tance. There is opportunity within physical education, when its activi- 
ties are carefully selected, for cultivating the objective and extroverted 
outlook as contrasted to the subjective and often the introverted. 
There is ample opportunity to establish status among one’s fellows, to 
understand self, and to find those satisfactions which come from a feel- 
ing of identification with a group. Above all, there is opportunity to 
have fun, to enjoy life, to know pleasure. A physical education pro- 
gram should not be grim business, sober, formal, and serious. Nor 
should it be angry and irritating as it sometimes becomes when the 
competitive contest incites bad behavior. Children need and deserve 
the free, joyous expressions which are so characteristic of dancing, 
singing, and games. 

Many will find in physical education, including as it does the ath- 
letic program, their only opportunity for the cultivation of leadership. 
The childhood game is replete with experiences of “being leader” and 
its converse, being just “one of the team.” Such experiences should be 
seized upon by the school and developed for all they are worth. To view 
physical education as only a strength-building or physical-fitness pro- 
gram is to overlook its richest potential—that of contributing to the 
psychological and social development of its participants. Motor activ- 
ities, games, sports, athletics of all kinds can be rich educational and 
developmental experiences when they are conducted not for the glori- 
fication of the coach but for the enrichment of the lives of the students. 


10. Mental Hygiene and Child Guidance Clinics 


Mental hygiene and guidance clinics are slowly developing in com- 
munities, sponsored sometimes by official agencies such as state de- 
partments of health and sometimes by voluntary agencies or groups. 
These clinics are doing pioneer work in the detection and solution of 
the psychological problems of childhood, They may be publicly or 
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privately supported and may include pediatricians, dentists, psychia- 
trists, psychologists, nurses, social workers, and general medical practi- 
tioners on the staff. Their work is essentially clinical, the individual 
rather than the mass is within their focus, and their efforts at pre- 
venting and solving problems which may be psychologically en- 
gendered, or have psychological expressions, are hopeful. The school 
health personnel should avail themselves of such clinical services 
wherever possible. 
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Nutrition and Dental Activities 


HE school is interested in the nutritional status of its children 

because (1) it realizes that undernourished or malnourished chil- 
dren do not progress educationally as well as others, (2) in these days 
of manufactured and processed foods it is important to teach the ele- 
ments of good nutrition in order to provide adequately for normal 
growth, and (3) children being kept at schools during the noon hour 
prosper better from well-balanced lunches than from poorly planned 
ones. Thought and action directed at the nutritional problem thus 
take the form of providing noon lunches, midmorning lunches, and 
deficiency meals for those undernourished and unable to secure 
adequate nourishment at home, and an instructional program in 
which the problems of nutrition are discussed. Attention is given to 
children whose nutritional status is sub-par and various educational 
and curricular adjustments are made to cope with malnutrition. 

There are many factors in home and community life which com- 
plicate this problem enormously. Nutritionists are quite willing to say 
that were it not for the competing attractions which lure many persons, 
particularly children, away from a rational diet we would have 
healthier children in our schools. Apparently resources are available 
to feed a population well; it becomes a matter of educating parents 
and children and providing in all instances economic resources which 
make the purchase of good food feasible and its use desirable. 

Speaking generally it may be said that the population is well is 
Compared to people in many other countries the family in the Unite 
States is in a favorable position nutritionally. Nevertheless, there are 
many hundreds of thousands of parents and children who have poor 
dietary practices, who have a low intake of vegetables and fruits, who 
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rely too heavily upon sweets, and who do not know how to choose food 
for their own good. There are far too many persons omitting break- 
fast, choosing a poor lunch, overeating, following some nutritional fad 
or other, or in some other way handicapping themselves because of 
nutritional stupidity. 


THE SCHOOL’S ROLE 


The school has a responsibility to accept in this regard. It not only 
must discharge its traditional educational functions in regard to the 
problem but, because millions of children eat about one-fourth of their 
meals on school premises, must provide a demonstration of food prep- 
aration and selection which can be taken as a whole. The school is in 
a position to influence nutritional behavior even though it has stiff 
competition from commercial advertising, family customs, ignorance, 
and, perhaps above all, individual taste, which, when selection is 
limited, does not always lead a person to “what's good for him.” 


Objectives 


The objectives of a school nutrition program are simple and clear. 
They are: 


l. To inform the school population about the nutritional needs for 
best growth and development. 

2. To provide an attractive and adequate variety of food in the school 
lunch program. 

8. To seek correlation between home and school with reference to 
nutrition teaching and practice. 

4. To solve individual problems of faulty practice, insufficiency, oF 
malnutrition, 


The Program of Action 


i To attain these objectives a program of action containing three prin- 
cipal features is instituted. These are: a school lunch program to repre- 
sent the best in nutritional practice, a program of instruction for 
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children in the best of nutritional information, and a program of 
appraisal and guidance for individual students in reference to their 
own nutritional status. 


The Lunch Program 


It has become acceptable practice now for schools to provide meals 
or partial meals to the students. The noon hot lunch has become an 
undertaking of national significance. Its importance has been recog- 
nized by the passage of various state appropriations in its support and 
by the National School Lunch Act involving federal subsidies matched 
by state and local aid. This federal-local program can best be described 
in the words of the United States Department of Agriculture: 


The President signed the National School Lunch Act on June 4, 1946, In 
that Act “It is . . . declared to be the policy of Congress, as a measure 
of national security, to safeguard the health and well-being of the Nation’s 
children, and to encourage the domestic consumption of nutritious agri- 
cultural commodities and other food, by assisting the States, through 
grants-in-aid and other means, in providing an adequate supply of foods 
and other facilities for the establishment, maintenance, operation, and 
expansion of nonprofit school-lunch programs.” The United States Depart- 
ment of Agriculture is responsible for carrying out the provisions of the act. 

The sponsor (local authorities) is responsible for operating the lunch pro- 
gram in the school. The sponsor provides facilities, equipment, supervision, 
labor, and additional funds needed for the program. Expenditures for such 
items may count toward the matching of Federal funds. A reasonable value 
may be put on goods and services contributed to the program. A small 
amount may be charged the children for the lunch if they are able to pay. 

The school lunch should provide nutritive values as well as satisfaction and 
enjoyment to the student. It should also help in the development of good 
eating habits. As an incentive for providing a wholesome lunch, the highest 
Tate of reimbursement is given for the complete lunch. This is known 
as Type A and consists of the following foods: 

l. One-half pint of whole milk as a beverage. 

2. Two ounces of lean meat, poultry, fish, or cheese, or one egg, Or 
one-half cup of dry beans or peas, or four tablespoons of peanut 
butter, 

8. Three-fourths cup of vegetables or fruit or both. 
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4. One or more portions of bread or muffins or other hot bread made 
of whole-grain cereal or enriched flour. 
5. Two teaspoons of butter or fortified margarine. 

It is permissible to meet the protein requirement of item 2 by serving 
one-half the quantities of each of two of the protein-rich foods. 

If a school has limited lunchroom facilities it may contract to serve 
a Type B lunch, which provides about two-thirds as much food as the 
Type A lunch, The Type B lunch should be supplemented by food brought 
from home. 

Schools that have no lunchroom facilities may wish to provide milk 
for the pupils. Type C consists of one-half pint of whole milk as a beverage. 


This program has made possible better lunches for children in nearly 
any school anywhere in the nation and supplements constructively the 
existing programs already established in thousands of schools. 

Investigations + have shown (1) that school lunch programs allow 
for considerable variety of food prepared, (2) that they may fail to 
meet the minima established by the National Research Council for 
School Lunches, and (8) that children having school lunches have 
better dicts than children not having them, especially with respect to 
calcium, ascorbic acid, and vitamin A value. 

In establishing a school feeding program, the following guides may 
be helpful: 


l. Balanced meals. Every lunch served should be nutritionally bal- 
anced in accordance with the best in scientific menu planning,” 
Millions of school children are inadequately or unwisely fed at 
home and the school lunch has come to mean, in many places, the 
provision of at least one-half the caloric and vitamin need of these 
children. To make up the deficiency in these home diets becomes as 
important a school enterprise as the establishment of special classes 

for children handicapped in other ways. 


, ` For example, Milicent L, Hathaway and others, School Lunches: Their Nutri- 
tive Value and Relation to the Health and Diet of Children, American Journal of 
Pı ublic Health, September, 1950, p. 1096. 

Space here does not permit description of scientifically planned school lunches. 
Interested readers a consult the bibliography at the end of the chapter for 
guides and secure all the literature from the U.S. Department of Agriculture, 
Bureau of Human Nutrition, and from the divisions of nutrition in the local state 
health departments, 
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2, Minimum standards of supply. In elementary schools at 10:30 Am. 
serving of one-half pint of whole pasteurized milk with a cracker is 
generally considered the minimum midmorning lunch. At noon one 
hot vegetable or meat dish is the minimum, but preferable is the 
full meal with choices of food as found in the larger school cafe- 
terias. 

3. Equipment. The U.S. Department of Agriculture in a brochure, 
“Small Equipment for the School Lunch” (June, 1947), offers a 
complete guide for equipment needs for schools of varying sizes. 

4, Sanitation. The serving of food in school requires but sometimes 
fails to get perfection in food sanitation. Essentials include good 
refrigeration, nonporous and undamaged dishes, tables and counters 
without cracks and scrubbed clean after every using, and steriliza- 
tion equipment used effectively on all eating utensils. Cooking and 
serving personnel must be free of communicable disease and must 
comply with the local sanitation codes of the state and city for food 
handlers. State departments of health or of education frequently 
issue detailed standards è for the sanitation of lunchrooms. They 
should be consulted and followed in every instance. 

5. Personal sanitation. Handwashing and toilet facilities should be 
liberally supplied and convenient for users of the lunchrooms, Chil- 
dren must be taught, even required, to use them before eating. 

6. Using the lunch as an educational opportunity. The school lunch 
can go far beyond the important function of feeding hungry chil- 
dren. It can influence eating behavior of students and adults alike, 
and this influence can become a rich one if those in charge will 
devote thought and planning to the educational implications. 

For example, the United States Office of Education * suggests 
that children help plan and prepare the lunch menus, discuss the 
balance of meals, be given guidance in selection, be supervised 
and counseled on behavior at the table, make the sanitation and 
food handling in the cafeteria a matter for investigation and dis- 
cussion, ave 

Certainly in that school where there is built up a tradition for 


*See, for example, Sanitation Guide for School Lunch Rooms, Ohio Department 
of Health, 1945, 18 pp. h shington, Federal 
M Bulletin 14, School Lunch and Nutrition Education, Washington, 


“curity Agency, 1951, 
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them the things learned about courtesy, table manners, and polite 
living in the lunchroom become an important part of education of 
a citizen. 

And particularly useful is any plan which invites the home to 
share in the responsibility of planning and preparing the school 
lunch and informs all parents of the menus from week to week. 

7. Administration. Over three-fourths of the existing school lunch pro- 
grams are controlled and run by the school administration, The use 
of catering concessionaires has been found, in most places where it | 
has been tried, to be an unsatisfactory arrangement. 


In large schools it is necessary to employ specialized school lunch per- 
sonnel, In small schools in which the employment of specialized profes- 
sional personnel is not practicable, the responsibility should be shared 
among the various school departments. The home economics teacher or 
the teacher best suited to the job may be responsible for planning menus 
and possibly for general supervision of the program. Other school depart- 
ments should make the kind of contribution they are qualified to make. 
For example, the commercial department may well supervise the work 
at the cash register, keep the financial records, and make the deposits. 
The art department can contribute by helping to make the dining room 
attractive and by making necessary signs. Still other staff members will 
eat with the children. In some schools upper-grade or older pupils may 
take some special responsibilities, An active school lunch committee 
Tepresenting staff, parents, and students is an asset to any school lunch 
program. 


The educational authorities should be responsible for the selection of 
the school lunch manager and other personnel. The school lunch man- 
ager is responsible for achieving a program (1) which is an integral part 
of the school’s curriculum and health services: and (2) which operates 
efficiently to provide an adequate and nutritious lunch under sanitary, 
attractive, and friendly conditions and at the lowest possible cost. The 
manager must also be able to train and supervise the other school lunch 
personnel that she has helped to select. With these responsibilities, the 
manager must have an understanding of nutrition, of food buying, and of 
food preparation. She should also have the ability to work with all other 
personnel in the school. 

The size of the program determines the kind of school lunch manager 


—E————— 
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to be employed. For a large school lunch program in a school system 
or in an individual school, the manager should have completed a 4-year 
college curriculum with emphasis on food, health and nutrition, quantity 
food preparation, and school lunch management. 

If it is financially impracticable to employ a full-time school lunch 
manager, an appropriately trained graduate of a vocational high school 
or technical institute may function satisfactorily as a cook-manager: (1) 
Under the supervision of a qualified State, district, city, or county school 
lunch supervisor; (2) under the direction of the home economics teacher 
whose schedule allows for this; or (3) under the principal of the school 
in which there is no one with professional training in school lunch man- 
agement. Necessary additional training should be given to such cook- 
managers through in-service training programs, workshops, or similar 
types of training experience, directed by supervisors who are well trained 
in quantity food methods and lunchroom management. . . . 

There are five principal sources of school lunch funds: (1) Local tax 
funds, (2) State aid, (3) Federal assistance through the Department of 
Agriculture, (4) receipts from sale of lunches, and (5) donations from 
local groups. In addition to these funds, a substantial additional aid is 
provided through donations of agricultural commodities and other foods 
purchased by the Department of Agriculture in connection with the farm 
price support program, State aid earmarked for school lunches is pro- 
vided in some States. Many school boards limit the contribution from 
school district general funds to provision of equipment and personnel, 
since the cost of food is generally paid from receipts from sales of 
lunches and funds from the Federal Government. Many school lunch 
programs are operated without Federal assistance.” 


The Program of Instruction 


Matching the program of action just described a program of in- 
struction in the health classes, as well as in other curriculum areas 
where suitable, will materially strengthen the total program. Instruc- 
tion in the solution of problems based upon scientific information 
is necessary. Such instruction, as part of the unit plan in direct health 
teaching or in correlation with such areas as home economics, science, 
or physical education, can be developed in accordance with the prin- 
ciples set forth in the chapters in Part II. It must constantly be remem- 
bered that information about the physiology of food and digestion 

* Ibid, pp. 7 and 10. 
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is better placed if it is in response to realistic needs discovered in daily 
living than if it is given as unrelated scientific information. Children 
have a keen sense of the practical and will be helped more through a 
discussion of meal planning, food selection, and dietary habits than if 
the information about vitamins and other food components is given in 
isolation from the real problem. 


APPRAISING CHILDREN 


Malnutrition among school children in some communities is marked. 
Modern pediatricians and school physicians seek to identify it by 
determining the specific food deficiencies which produce it. Such mal- 
nutrition produces fatigue, retards growth, development, and intel- 
lectual awareness, and lowers resistance to disease. It is a serious 
school problem in many localities and deserves the development of a 
program to combat it. Such a program would include these factors: 

1. Teachers should be prepared to note the signs of malnourishment 
or undernourishment as a part of the continuous observation of the 
health of their children. They should be alert to paleness, irregularities 
in the steadily advancing weight curve, plateaus in weight, chronic 
fatigue, staring eyes and anxiety in the facial expression, decayed teeth, 
nervousness, restlessness, and inattention. 

2. Upon the presentation of these observable signs, the teacher 
should report the situation to someone who can do something about it. 
The school nurse, the visiting teacher, a local social agency, or the 
local health department is in a position to visit the home to discover 
the causes of the malnutrition and to work out a program of restitu- 
tion. 

8. There are no signs of malnutrition yet developed which are 
scientifically absolute in their diagnostic infallibility. The age-height- 
weight averages are no longer considered useful. The ACH index, a 
soft tissue index, is helpful but not simple to apply. Malnutrition as 4 
diagnosis can best be arrived at only by a physician, preferably a 
pediatrician, who by examining for membrane color, skin texture, 
signs at the corners of the mouth, as well as all the deviations noted in 
paragraph 1, can arrive at some conclusion. 

4. Whatever the state of nutritional deficiency someone must do 
something about it. Obvious] , the place to begin is at the removal of 
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the cause. Roberts è has explored the possible causes of malnutrition 
among children and listed faulty diets, insufficient amount of food at 
meals, no breakfasts, no lunches, too little of crucial foods such as 
milk and vegetables, too many sweets, too little sleep, overwork, 
fatigue, defects, and disease. The cause or causes must be found. 
They will not be the same in every instance and thus the things 
to be done in correction will vary. Much of the correction will depend 
upon a successful alteration of the home environment: meals must 
be improved, the child must have better sleep, the chronic infections 
must be removed, there must be something for breakfast besides 
coffee. Such family rearrangements are frequently difficult to make 
and yet without them the school itself can do little to help the child 
grow and develop as he should. 

5. There are many things which can be done in the school program, 
depending upon the needs of the malnourished child. Individual 
attention to each case should be given. Rest on cots can be provided 
if needed. Supplementary food midmorning, midday, and mid- 
afternoon can be supplied. Suggested menus may be supplied from 
the school to the home. Placement in special classes may be necessary 
where feeding and rest schedules differ from those of the other chil- 
dren. A constant check of nutritional status can be undertaken noting 
improvement or retrogression, and the medical services of the school, 
such as they are, may be used to examine and treat in so far as their 
limitations will permit. The principal use of such medical services 
remains one of discovery and referral, 


SCHOOL DENTAL PROGRAMS 


Dental decay and loss of teeth are major health problems among 
the people. Dental education, care, and treatment are urgently needed 
in every segment of the population. The American Dental Association 


reports that: 
-emphasizes the extremely high 


has been shown that as high 
e or more carious (decayed) 


Every survey made in recent years Te 
incidence and prevalence of dental diseases. It 
as 50 per cent of 2 year old children have on 


ê Lydia J. Roberts, Nutrition Work with Children, University 
tev. ed., 1935. 


of Chicago Press, 
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teeth. By the time children reach school age, they usually have three or 
more primary (non-permanent) teeth attacked by: dental caries (decay). 
In addition, 14 per cent of these children will experience decay in newly 
erupted first permanent (6 year) molars. When he is 16, the average person 
has seven teeth decayed, missing or filled, involving fourteen tooth surfaces, 
Facial deformities resulting from abnormal arrangement of the teeth, 
diseased gums, accidents to teeth and anomalies, such as cleft lip and palate 
and impacted teeth, also are evident in a large number of children. 

In the average community, dental caries are the greatest cause for the 
loss of teeth during the early part of life and they accumulate many times 
faster than they are corrected. Diseases of the gums and supporting struc- 
tures of the teeth, including pyorrhea, are mainly responsible for the loss 
of teeth in later years. Thus dental needs begin early in life and accumulate 
into a backlog of unmet needs as children become youths and as youths 
become adults,7 


Surveys from various states 8 indicate that anywhere from 50 to 
92 percent of all school children suffer from dental disease. The prob- 
lem is an acute one and concerns the school for the same reasons that 
the existence of any other handicap in childhood concerns the school. 
Children cannot be educated effectively when they are diseased, and 
they are entitled to a childhood as free from disease as family, school, 
and community resources can provide for them, 


Principles 


School dental programs are evolving from rather simple tongue- 
depressor “teeth inspections” to complete modern services of preven- 
tion, education, and care. There seems to be considerable agreement 
among both the official health agencies, such as the Children’s Bureau 
of the Federal Government, and the nonofficial groups, such as local, 
state, and national dental societies, that (1) dental care should be 
available to all regardless of income or geographic location; (2) 
research should be encouraged that might shed light on the prevention 
and control of dental diseases; (3) “dental health is the responsibility 
of the individual, the family and the community in that order’; (4) 
tnd ee eae: Dental Health Program for Elementary and 

$ E.g., Florida State Board of Health, 1946. 
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wherever school or community provides dental care it is preferable 
that adequate care be given rather than limited services to large 
groups; (5) the school is in a strategic position to organize within 
its scope a complete program of dental health education and to 
assume leadership in organizing community resources for dental care 
for all children; and (6) schools should motivate children to go to their 
family dentist or to a dental clinic. 


Minimum Services 


There is, of course, considerable debate as to how far the school 
should go in the development of a complete program within the 
school. It must be borne in mind that what the school can provide and 
pay for from public funds is dependent wholly upon legislative 
permissions. Without enabling legislation the school can provide no 
services of any kind at public expense. If, however, state laws permit 
the employment of dental personnel and the establishment of dental 
care programs, then the length to which the school goes to provide 
dental care at public expense depends upon the facility with which 
school and dental personnel in the community can agree. No school 
should attempt to work out a dental program without assistance from 
the local or state dental society. The school program, to avoid error and 
waste, should be developed as an integral part of a whole local pro- 
gram for the entire population. 

The principal step in determining the scope and limitations of dental 
services provided by schools must be the establishment of objectives. 
What does the school believe should be done about children’s teeth? 
What sort of care are children entitled to? What care is necessary for 
their best interests? If these can be established it will become clear 
what services are necessary to attain them. Such objectives as these 
might be considered: 


Dental examinations by dentists at least once a year. 

The prevention and treatment of any defects and disease found. 
Professional cleaning of the teeth twice a year. 

Removal of dental irregularities and impediments. 

Personal cleansing of teeth daily. 

A dietary regimen arranged in light 
concerning dental care and food. 


RO Co. N 


of best current information 
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If the school recognizes the desirability of attaining each of those 
objectives it must then determine which ones it may deal with directly, 
which it must ignore, and on which it may enlist the aid of other 
agencies or persons. 

The school must choose, therefore, from the variety of services 
available in dentistry and education. Here, again, there must come 
about an affiliation of the services of two professions for the best 
interests of children. Such minimum services have been described as: 


1. Periodic examination, including roentgenograms (X-ray pictures) and 
prophylaxis. 

2. Restoration of carious teeth, with silver amalgam or silicate fillings or 
with metal castings, if necessary, 

3. Pulp treatments, including cappings and partial or total pulpectomies 
when indicated. 

4. Anesthesia, whenever necessary for control of pain. 

5. Preventive orthodontic appliances, to maintain space and prevent 
malocclusions. 

6. Prosthetic appliances, when needed, to replace missing teeth, provide 
function, and improve appearance. 

T. Treatment of periodontal disease and infection of the mouth. 

8. Extraction of hopelessly diseased, impacted, or supernumerary teeth, 

9. Surgical procedures, whenever necessary for the health of the child. 

0. Education of parent and patient to encourage the application of scien- 


tific knowledge for the prevention of disease and the promotion of 
health.® 


This complete program of services is available in the private practice 
of dentistry and also in many of the public dental clinics established 
in larger communities and hospitals. It would be unusual in the 
extreme to have all such services currently established in schools at 
public expense or at part-public, part-private expense, Currently, 
most school dental Programs, where they exist, are concerned only 
with numbers 1 and 10 in the list of minimum services, although 
occasionally items 2 and 3 and 8 are included. There are a few schools 
which embrace the entire ten-point program of minimum services. 
The extent to which these services are developed will depend upon 
the availability of public funds and upon the local point of view 
about the extension of such services in the school. 

° American Dental Association, op. cit., p. 33. 


Nutrition and Dental Activities 819 


Administration and Program 


Regardless of the extent to which dental services are rendered in 
schools there are certain basic tenets of administration which, if fol- 
lowed, will make for more effective programs. These are as follows: 

1. The services of dentists and dental hygienists in school programs 
should be paid for. Free examinations or treatments at school or charity 
work under school auspices should not be expected. “Payment to den- 
tists participating in the examination or service phase of the program 
may be made on full time, part time, hourly or unit of service basis. 
Salaries for full time or part time dentists and fee schedules should be 
on a level consistent with the provision of high grade dental service. 
The fee schedule of the Veterans Administration for dental service may 
be used by local groups as a basis for determining dental fees or the 
feasibility of setting up a facility best suited to the community.” *° Nor 
should dentists or any dental supply offices be expected to supply 
materials for less than cost. The school dental program must be 
financially solvent for best results. 

2. Local funds should be used in support of the program but where 
they are not available appeal can be made, usually through state 
departments of health (but sometimes of education) for the use of 
state or federal subsidies. Many of the voluntary agencies, such as 
local tuberculosis groups, frequently have funds available to augment 
tax funds for such health purposes. 

If it is agreed that all children should have the minimum complete 
dental service, someone must give thought to the specific sources of 
funds from which the service may be paid for. 

Only about 30 percent of the school population can afford to pay for 
the minimum service; another 30 per cent can pay for nothing at all, 
and the remainder is limited in the capacity to pay. Perhaps the 
following list of sources of funds arranged in priority of desirable 
use could be used locally: 


1. Family funds to private dentists. 

2. Family funds to public clinics. ek 
3. Agency funds (health club, PTA, etc.) to public clinics. 
4. Public school funds to private dentists. 


1° Ibid., p. 15. 
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5. Public school funds to public clinics. 
6. Private, school, or agency funds to school clinics, 
7. Public funds to school or public clinics, 


Thus, if a family were unable to pay for needed dentistry it could 
be arranged that some other source would supply the money. Only 
as a last resort, however, would public funds be used to care for 
children at clinics also maintained at public expense. 

8. In view of the fact that the years under ten are the critical ones 
for dental health, school programs should be aimed to give as much 
service as possible in the primary years. Studies indicate that dental 
inspections at school which imperfectly locate carious teeth and 
which are followed by a casual notification of the findings to parents 
are a waste of money. Children seek and get adequate dental care 
only when the school examination is well and competently done (by 
dentists with mirrors and explorers) and accompanied by a complete 
program of dental treatment and dental education. 

4. The teacher is an important figure in any program of dental health 
education. Beginning with case finding, which is the least of the 
teacher's contributions because she is untrained to note caries or dis- 
ease, and progressing through the various stages of educational work 
which can be done with pupils and parents, the teacher can stimulate 
dental care as perhaps no one else can. She can teach the value of good 
teeth in many different ways and once the need for dental care is 
established can work with the individual pupil and his parents until 
‘some action is obtained, She can inform the nurse, the dental hygienist, 
and the dentist of the child’s health and economic status. 

5. The dental hygienist is “valuable in demonstrating prophylaxis 
for younger children, teaching tooth brushing techniques, making 
dental inspections, giving talks throughout the schools and aiding 
teachers in conducting educational and follow-up procedures.” In 
‘Systems where dental hygienists are or may be employed they should 
work within the plan of a total health education program and not as 
Specialists going from school to school cleaning teeth. Their educa- 
tional work must be geared to the work under way in the school and 
have no values Separate from the values of the total program. The 
greatest effectiveness of a dental hygienist will be felt either as a 
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prophylactic attendant at the dental clinic or office or as a teacher 
working not sporadically but continuously with the teachers and chil- 
dren in the classroom. 

6. The public health or school nurse has important opportunities 
in a dental health program. They include: serving as the go-between 
in the school-home follow-up relationship; coördinating the educational 
with the clinical services (so as to avoid inconsistencies and to secure 
better timing of educational materials); stimulating and helping 
teachers in the cultivation of their knowledge and interest in dental 
health problems; making home calls to encourage dental attention 
where needed; serving as a counselor to students, particularly older 
ones, about their dental problems; assisting the dentists on their school 
visitations; securing information about the personal and economic 
status of families so that dental care may be arranged with greater 
intelligence. 

In many of these functions a well-prepared and well-educated 
dental hygienist would be equally competent. The two would be inter- 
changeable in effectiveness. 

7. It seems to be an unanswered question whether the original 
dental examinations should be made in the offices of private dentists 
or at public clinics or at the school by visiting dentists. There are 
advantages to each plan. A visiting dentist can discuss the whole 
problem with the teacher, finds the child in a familiar atmosphere, and 
saves time in making large numbers of examinations. 

On the other hand, examinations made at offices or clinics usually 
have the advantage of better equipment, ordinarily require parental 
attendance, and serve as greater invitations to immediate corrections 
and to the establishment of a dental regime for the particular child. 
School authorities should air this problem thoroughly with their 
health education personnel and with the local dental group before 
proceeding one way or the other. 

8. Considerable agreement now exists among dental personnel to 
the effect that the administration of topical fluoride to the teeth of K 
child and the fluoridation of the water supply of a community will 
reduce the size of the dental caries problem. There is no reason at 
present to believe that either usage will eliminate tooth decay entirely 
but there is evidence to show that dental caries can be reduced ma- 
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terially in a population if the fluoride treatments are used. It becomes 
the clear responsibility of the school to inform children and parents of 
this and to urge the adoption of appropriate measures, 

The Council on Dental Health of the American Dental Association 
recommends that the topical fluoride treatment be applied by the 
patient’s private dentist, if possible, since four applications of the 
fluoride are necessary for maximum results, spread a week apart. Thus 
the dentist will have the patient under close observation for a period 
of at least one month, during which time he may correct a probable 
excess of carbohydrates in the diet and give instruction as to proper 
tooth brushing. It is believed by most pedodontists that the above 
procedure may establish proper habit patterns in mouth hygiene which 
will result in greater caries reduction than may be obtained in clinic 
practice.’ 

Research in this area is productive and persons concerned with 
school dental programs will find it profitable to keep their information 
and practice up to date. 

9. A program of instruction relative to dental problems is essential. 
Such a program should reach all children and their parents. There are 
two principal problems involved—to prevent dental caries and to pre- 
vent malocclusion of teeth. Not only are these the two principal prob- 
lems involved but, at the present, they are both becoming more severe 
in the population as a whole.12 

Knowledge of dental caries has developed greatly in recent years. 
Teachers responsible for such instruction as is given in school should 
stom with the essential facts involved, which will include 

t: 

a. “Dental caries is a disease of the calcified tissues of the teeth. 
It is caused by acids, resulting from the action of micro-organisms on 
carbohydrates, is characterized by a decalcification of the inorganic 


portion and is accompanied or followed by a disintegration of the 
organic substance of the tooth.” 


1 Adopted from LeRoy Johnson, D.D.S., Chairman, Council on Dental Health, 
Ohio State Dental Society, 


* Donald J. Galagan, “Pro r grams,” American Journal 
of Public Health, July, 1959, aba Fea ean are Ma tey 


#8 See Selected Readings at end of chapter. 
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b. The growth of bacterial plaque and acid-producing bacteria 
housed in the plaque, coupled with the presence in the mouth of sweet 
food or drink, is the mechanism for decay. 

c. Dental decay is unrelated to poor nutrition but is caused by 
sweets in the diet. 

d. There are individual variations in natural protection against decay 
which have not as yet been revealed. 

With these basic facts to build on, the school can construct units of 
study for every grade which will enlighten the school and community 
population concerning this serious national problem. 

10. In view of the revealed facts about the relation of sweets and 
sweet drinks to tooth decay it is highly questionable whether schools 
have the moral right to sponsor candy counters and soft drink bars as 
money-raising schemes, 
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PROGRAMS FOR THE HANDICAPPED 


r IS roughly estimated that there are twelve million children in 
the United States who are handicapped sufficiently to present a 
special problem in their education. Surveys from time to time indicate 
that some two million and a quarter have impaired hearing, of whom 
possibly 25,000 are deaf. There are nearly a half-million crippled 
children, 20,000 blind and 75,000 with seriously impaired vision, a 
half-million tuberculous and another similar group suspected as being 
“pre-tuberculous.” Roughly a half-million suffer with serious heart 
limitations and 200,000 with epilepsy. Among children handicapped 
mentally almost any figure not short of eight or nine million will be a 
fair approximation—estimates vary greatly within this group. There 
may be as many as three million with mental and nervous disorders 
and seven million who are intellectually subnormal. The toll seems 
high when looked at in these gross figures. It means that for every 
school system of 38000 students there will probably be two deaf chil- 
dren, ten with impaired hearing, two partially sighted, ten crippled, 
twenty with heart impairments, and three epileptics. 

These unfortunate children, each forced to make adjustments to life 
ina seeing, hearing, “normal” world, require the attention of school 
personnel in many ways. It is recognized at once that they must be 
provided for educationally. They are entitled to all that can be given 
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them. They have the right under our conception of democracy in edu- 
cation to seek and gain from every part of the curriculum that which 
is available to them. To facilitate this process, i.e., that of educating 
the handicapped, schools are evolving a program with the following 
five principal features: 


1. Case Finding 


It is important that local school authorities develop a system of 
discovery of all the handicapped children. Only after they are found 
can education extend its benefits. If the children remain unknown 
to school authorities, either they are left to grow up “illiterate, ig- 
norant, and unable to take their place in society” or unintended 
abuses are placed upon them by asking them to adapt to a school 
program for which they are not fitted. Case-finding procedures 
have to be taken into the community, into the home, many times with 
the help of the local census office, to find the handicapped child. Other 
programs, developed within the school, rely upon the various appraisal 
examinations to reveal those who seriously deviate from the normal. 
Of course it is not ordinarily difficult to recognize the deaf child, 
the one seriously crippled, or the one with defective speech, but it is 
quite another matter to pick out the tuberculous and the heart 
deviates, or the epileptic. The Screening programs in school have to 
be carefully effective, They have to utilize as much evidence as they 
can get by way of medical history and previous records from the 
family or agency physician. The school must share the evidence from 
the home and thus it will be able to codperate with parents and phy- 
Sicians in providing the best educational treatment possible. In 
instances of epilepsy, for example, unless the handicap is recorded on 
the history the school may know nothing of its existence and the child 
be exposed not only to bodily harm in the event that a seizure occurs 
in the shop or in physical education but to great emotional distress 
if companions and teachers are not forewarned and ready to help 
and understand. A cumulative record from babyhood through school 
is an excellent means of transmitting such information to those who 
can use it well. The school should develop the best case-finding 
program possible. (See Chapter 10, “Health Appraisal Activities.” ) 
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2. Medical Treatment 


It is not, of course, the business of the school to provide medical 
treatment to handicapped children. It is important, however, that 
everything done in school be done in relation to any hopeful therapy 
which might alleviate the handicap. The school has several oppor- 
tunities here. It can, in the first place, serve to bring handicapped 
children whose disabilities might be wholly or partially alleviated 
into contact with medical service. Thousands of them, possibly mil- 
lions, have never had the advantage of a medical examination, diag- 
nosis, or care. It may have been that the child was always thought 
of as “weak,” “spindly,” “not bright” or was typed by some other 
homely characterization when actually there are underlying organic or 
psychological disturbances which need revelation. They might respond 
if appropriate therapy were provided. Through its screening and 
referral service the school should take great pains to see that whatever 
can be done medically is done. 

School personnel also need to know of the medical problem involved 
in each case in order to recognize the limitations of the child as well 
as the possibilities. They will not want to schedule the child for a 
school experience which will be harmful nor will they expect adherence 
to any standards when the current therapeutic treatment of the child 
is interfering. In short, the medical status of the child takes priority 
over the educational. The school is in a position of wanting every- 
thing done that can be done medically before it imposes other require- 
ments or opens other opportunities to the child. 


3. The Educational Program 


Modern education recognizes individual differences and tries to 
individualize educational programs as far as possible, The tore 
individual differences is strikingly apparent with handicapped chil- 
dren. It becomes clear to all who deal with them that the more 
individual attention they receive, the greater educational poem 
they make. In planning to educate the partially sighted or 4 emo- 
tionally unstable, for example, the teacher, administrator, an ai 
must understand as much as they can about each particular child. 
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and construct the educational program just as the therapeutic program 
would be prescribed—in relation to the need, capacities, and nature 
of that child. 

_ In larger centers that ideal is difficult to attain. The tendency is to 
group the children. Once they are grouped as “nutrition disabilities” 
or “heart” cases, the temptation is to give them all the same program, 
In physical education, for example, it is not uncommon to see a class 
of “posture” cases all at work on the same exercises, or a group of 
heart cases all excused and doing nothing. Such group handling is an 
antiquated procedure and will not bear the scrutiny of modern scien- 
tific thought. If through physical education a contribution can be 
made toward improving posture or removing the cause of this particu- 
lar bad posture, then specific exercises must be prepared just as specific 
surgery is prepared for each case. The former practice of lining all 
posture deviates up and “shooting” them with the same posture exer- 
cises is implausible and unrealistic, Physical education must indi- 
vidualize its program even more perhaps than other areas because 
there is more than a mental problem involved. 

Around this question centers a major controversy in the education 
for the handicapped: Should the handicapped be educated in regular 
schools along with and in competition with normal children, or should 
Special schools be established for them? There are arguments for and 
successful demonstrations of both practices. Many specialists in the 
education of the deaf and blind believe strongly that the state should 
provide separate facilities where these people can be educated among 
their own kind and specialize in the development of those talents 
which are most likely to provide economic and social security for 
persons so disabled, The many state schools for the blind and deaf 
and Gallaudet University in Washington, D.C. (for the deaf), repre- 
sent institutions devoted to this practice. 

On the other hand there are those who believe that because the 
blind must live in a seeing world and the palsied in a world of moving 
things they should learn as early as possible to adjust to normal peo- 
ple and meet them on their own ground, Their answer is to place the 
handicapped child in a regular school, give him the advantage of 
special techniques (speech-reading, Braille, hydrotherapy), and expect 
him to measure up as far as he can. The proponents of this plan not 
only claim a better adjustment on the part of the handicapped but 
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cite the beneficial effect it has on the normal child in getting him ac- 
customed to living with the less fortunate. 

The fact is that education can go on successfully under either the 
mixed or the segregated plan. The determinant as to which is the better 
place to send a handicapped child is the child himself. Some children 
thrive in one situation, wilt in others. The educator must help the 
parent choose the environment and the program best suited to the 
individual. 

But in either situation the educational program emphasizes the pos- 
sibilities and not the limitations of the child. This is psychologically 
of the greatest importance. A cardiac case is helped to find what he 
can do and little emphasis is put upon what he cannot. The physical 
education teacher helps the blind to swim. He explores the possibility 
of bowling, fly casting, or table tennis with the boy with the rheumatic 
heart. He assists the amputee to play golf or to fish or swim. The em- 
phasis may be negative only in caution against injury; otherwise, it is 
positive—“this you can do.” To help the blind to make progress aca- 
demically; to aid the crippled, the tuberculous, the cardiac to learn; 
to experiment, to interpret, and to understand—these are opportunities 
which must be extended. The problem is not only a health one but a 
social one as well. 


4. Finding Compensations 


The handicapped frequently make extraordinary adjustments, phys- 
ical and psychological, to their handicaps. Many of these adjustments 
revolve around the development of some compensation or oh eet 
tory device. The partially sighted wears heavy glasses and sees as we 
as the next one, The glasses are compensations. The amputee aoe 
the artificial limb and is proud when his gait approaches norma’, |" 
cardiac learns that he can play but one set of tennis and is Ratti 
with being a spectator or official when that is done. The partia # r 
wears a hearing aid, the stammerer finds satisfactions not in speec ‘a 
in writing, the crippled child becomes more keenly BW ALG of the Tai i 
of nature. There are innumerable compensations which bring ae 
factions in lieu of those which would come if the handicap fe a 
exist. The teacher is in a strategic position to aid in the developmen 


of these satisfactions. 
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Next to the actual medical or psychological phases of the handicap 
this development of appropriate compensations is perhaps the most 
important health problem for the handicapped. They must be guided 
into them, helped to establish them, and rewarded for success in them. 


5. The Emotional Problem 


Closely allied with the factor of compensation is the larger problem 
of total emotional and psychological adjustment to being different- 
to being handicapped. Normal people who see, hear, speak, and move 
around probably cannot appreciate just what it means to be looked 
at, examined, pitied, given special attention, restricted, handicapped. 
Nevertheless, the educator must not only teach the skills of learning or 
of earning a living; he must also exert every effort in helping the handi- 
capped to become a “man among men”—a child accepted and not 
rejected—a person belonging to a group and not isolated from it. The 
elementary years are crucial in this regard. Let the palsied, the crip- 
pled, the cardiac be left out when sides are chosen, when the plan is 
outlined or the chorus formed, or when the physical education period 
comes, and the seeds of maladjustment are sown. The physical educa- 
tion teacher must be particularly alert here: Throughout the school 
years from kindergarten through college the physical educator must 
hold available to all—the handicapped as well as the normal—the 
opportunity to receive a physical education. None should be excluded. 
The program should be flexible enough to embrace all. The blind 
child and the crippled are both entitled to receive that contribution 
which an intelligent physical educator can make to their psycholog- 
ical adjustment to life. 

Here again it must be realized that each child is different—different 
in personality, in ability, in aspiration. To aid each in identifying 
himself with the group, in compensating for the handicap which makes 
him different, in becoming poised and self-reliant—these are the aims 
of any educational program for the handicapped. 


SPECIAL PROVISIONS 


The federal government and most states have subsidized special 
education for the handicapped. Funds are usually administered 
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through state departments of public instruction, and teachers should 
acquaint themselves with such resources as might be used locally to 
aid in the education of the handicapped. Sometimes special tutors are 
provided for bedridden children; sometimes medical aid is subsidized, 
special gear provided: books in Braille, hearing aids, typewriters for 
the palsied, rest room equipment for the cardiac or malnourished. 
These are some of the many aids supplied by state, federal, and local 
organizations. No handicapped child need go unattended or unaided. 


VISION 


Perhaps no function of human life has to make quite such a sharp 
adjustment to the unnaturalness of schooling than does vision. The 
human eye is, fortunately, made of flexible and durable stuff. It seems 
able to weather surprisingly well the abuse it receives from school 
lighting systems and the demands for close work which are put upon 
young children. Certainly there is no reason to believe that the human 
eye, particularly the eye of a child, takes natively and easily to the 
environment and demands of a school. 

On the other hand, current evidence indicates that vision can be 
improved. Popular belief may have it that one sees as much as one 
can see, but that may not be so. There is much reason to believe that 
through a program of training not only the peripheral vision but also 
perceptual acuity can be improved. All is not yet known about the 
possibilities of protecting vision from the abuses which schoolwork 
inflicts and of actually improving vision beyond what seems to be the 
“natural” state. These methods for improving seeing will be brought 
into the classroom eventually and will become a part of everyday 
usage, At the moment they remain in the experimental stage. 


Optimum Conditions 


The school should do all it can to facilitate seeing. From the pei 
grade on, teachers require children to read and otherwise work witl 
their eyes, which may be damaged in the process. The following opti- 


mum conditions should be secured in every classroom and laboratory: 


il; j i i twenty should prevail in every class- 
eee be read with an ordinary 


room and laboratory. The foot-candle can 
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photographic light meter and readings should be taken in all parts 
of the room. 

2. Daylight is better for eyes than artificial light so shades should 
be drawn as little as possible (only enough to eliminate glare). 

8. Sunlight fades in the afternoon with surprising rapidity; thus, 
the farther north the school is located, the earlier the lights should be 
turned on. 

4. Daylight illumination is greatly increased with high windows. 
Teachers should let the shades all the way up. If janitors can arrange 
to put shades at the bottom of the window (to avoid glare), then light 
can be admitted at the top where it can be diffused and reflected over 
the room. 

5. As much glass area as is structurally possible should be placed 
in walls. 

6. Children with vision handicaps should be seated in the room in 
locations most advantageous to the work they are expected to do. 

7. Comfortable seeing is the desired end of classroom lighting. This 
means the removal of all sources of glare, ample wattage, pastel walls, 
and an even distribution of light over the room. 

If these conditions can prevail in all classrooms and laboratories 
the school will have gone far toward meeting its obligation to provide 
a school environment conducive to good vision. 


Discovery and Appraisal 


Whether from influences within or outside of the school some 40 
percent of all school children have some handicap in seeing. About 
one-fourth of all school children will have a vision handicap serious 
enough to require the attention of an oculist. There is not a classroom 
teacher who does not have one or more children in the room in need 
of some attention, some help, with their vision. And again it is the 
teacher who is in the strategic spot to locate these deviations from 
normal. She sees the pupils in relation to others and can judge them 
comparatively on the basis of performance and behavior. Thus, the 
teacher can make observations and tests upon such factors as vision 


and, when a handicap is found, be instrumental in starting corrective 
procedures. 
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Whether in elementary or secondary school, the teacher should 
be on the alert to notice and report such behaviors as blinking, spas- 
modic irritability, holding of reading material close to or far away 
from the eyes, rubbing the eyes, experimenting with seeing by closing 
one eye, tilting the head, rubbing the eyes as if to wipe away a blur, 
inattention during reading period or while looking at the board, dis- 
interestedness in reading or reading when something else should be 
done. When children are observed to be holding books extraordinarily 
close to their faces for reading one may suspect that they are near- 
sighted (myopic). If they hold things well at a distance they may be 
far-sighted (hyperopic). 

Astigmatism is a common distortion of the lens of the eye so that 
vision at any distance is blurred. Astigmatic children often have head- 
aches from reading. It is not implausible to believe that a good num- 
ber of other more serious disorders of childhood (nausea, emotional 
unbalance, heart irregularities) may be traced to astigmatism. 

Vision may be so distorted as to leave children only partially sighted, 
that is, possessing a range of vision betwen 20/70 and 20/200. Or a 
child may be blind, to all intents and purposes, with a vision no better 
than 20/200, Other handicaps such as squint and color blindness are 
found in small percentages and need to be known as well as the more 
common ones. A 

These variations from normal will show up in schoolwork and in 


school behavior. They must be located and corrected if possible as 


causes not only of personal distress but of academic retardation and 
unruly, or “bad” child has 


social maladjustment. Many a mischievous, rr 
been that way because his defective vision made it impossible for 
him to participate in ordinary study pursuits and, being bored or 
lonely or both, he captured the attention of his fellow students by 
less desirable attainments. i 
It would þe ideal if the teacher, noticing such behaviors, could 
then test vision in the class and screen out every child who had a n 
picion of eye disease or a vision handicap. It would also be ideal 


parents and physicians who know of vision deei ate oT 
tell th 3 opriate school adjustmen ci 
e teachers about them so approp. hich of their children have 


be made. Teachers do not always know w 
vision handicaps. Thus it is difficult for the teacher (1) to make the 
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appropriate adjustments for the child within the classroom, (2) to 
teach the child anything about sight conservation or medical atten- 
tion, and (3) to understand behavior problems in relation to vision, 

Improvement of the latter situation can only come about when par- 
ents and physicians are willing to tell school personnel more about the 
children they teach, to share information about development to the 
ultimate good of the child himself. Schools should actively seek such 
information on vision by requesting parents or physicians to indicate 
the cases and the nature of their handicap along with whatever recom- 
mendations they would care to make regarding the schooling process. 

But the principal gain from the school’s standpoint will come when 
teachers can develop such skill at observing signs and testing vision 
that they can approximate complete accuracy in screening out those 
who need medical attention and corrective treatment including glasses. 
Teachers must realize at the outset that not every case of defective 
vision needs glasses. Such a popular notion must be dispelled. The 
teacher's object should be only to screen, letting the correction of the 
abnormality, if any, remain a matter of medical judgment. The teacher 
need never say, as a result of a discovery of a 20/60 vision, “You should 
have glasses.” The child and parents need be told only the fact—that 
on this screen 20/60 vision was found, the child is having difficulty 
doing certain things in school, and a trip to the oculist is definitely in 
order. 

It is being argued here that teachers should develop a high com- 
petency at screening for vision. This point of view pertains mainly to 
those schools where no nurse or physician is available to do the screen- 
ing. Where such persons are employed they should be given ample 
time in the schedule to do a thorough screening job. 

But teachers will, for a long time to come, be the central figures in 
Screening tests for vision and for that reason should develop com- 
petency in using one or more of the tests currently used for this pur- 
pose. There are three of them: (1) the Snellen testing chart, on which 
are written letters or symbols which are graded in size for reading at 
certain distances; (2) the Telebinocular Test, which resembles an old- 
fashioned stereopticon machine and seems far too sensitive for ordinary 
use in schools; (3) the Massachusetts Vision Test, which is a com- 
bination of tests widely used in many schools as a more thorough 
screen than the simple Snellen chart. 
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Because of the relative simplicity and low cost of (1) the Snellen 
and (8) the Massachusetts they will both be described. 
If the Snellen chart is used: 


Place the eye-test chart on the wall. The intensity of illumination on the 
chart should be equal to ten foot-candles evenly diffused without glare. 
The illumination of the surrounding areas should be as nearly equal as pos- 
sible to the light on the chart and never less than one-fifth as much. Too 
much light on the chart, or spot lighting of the chart, may compensate for 
some errors of refraction and keep them from being discovered. To avoid 
contrasts, no bright light should be within the child’s field of vision. With 
daylight illumination the chart should be hung opposite a window and the 
child placed with his back to the window. 

Using a tape measure or yardstick, measure a distance of twenty feet 
from the wall on which the chart is placed, and mark the twenty-foot line 
on the floor with chalk or adhesive tape. Have each child being tested 
stand on the twenty-foot line exactly in front of the chart or sit in a chair 
placed on the line. The eyes should be at about the level of the twenty-foot 
row of letters or symbols. The chart may be raised or lowered with the 
varying heights of the children. " 

Test each eye separately. While one eye is being tested have the child 
or a helper hold a card or a folded clean sheet of paper (about 2% by 3 
inches when folded) over the eye that is not being tested. Each child should 
have his own card or paper to avoid the spreading of infection. Show the 
children how the eye cover should be held. It should be grasped at the (33 
and placed so that it rests obliquely across the nose. It should not be Be 
against the eyeball. Tell the children to keep both eyes open during d g 
test. When the cover is lifted, note whether the eye that has been hid en 
makes an abrupt movement in order to focus. If so, mention the fact in 
recording the results of the test. 

Test the right eye first, then the left eye, then both eyes together. fi as, 
child wears glasses, have him take the test first with his glasses, ae Have 
without. This gives the child a chance to do his best on the ey . ‘i 
the child start at the top of the chart and read downward. e se i 
of the lowest line of letters on the Snellen letter chart which oe ain on 
read without difficulty will be the denominator of the fraction recording 
acuity of vision for that eye. A : 

If E symbol E chart : used, expose one vertical and one horizontal sym: 


iods, the upper part 
1 As young children find it hard to concentrate or there is pene lence 


of the chart may be covered down to the 50- 
of an eye difficulty. 
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bol on a line and move down to the next. In the lowest line read correctly, 
or in the twenty-foot line, expose all four symbols, one at a time. Reading 
three out of four symbols correctly is considered to be satisfactory evidence 
that the child can see the symbols on that line. 

Observe the child carefully while he is taking the test. If he shows signs 
of straining to see, do not allow him to continue. Record the lowest line 
correctly read with each eye and any evidences of straining to see. Signs 
to look for include thrusting the head forward or tilting it to one side, 
watering of the eyes, scowling or squinting, and rapid blinking of the eyes, 

Record results of the test for each eye immediately in the form of a frac- 
tion such as, for example, “R. 20/20, L. 20/40.” These figures should not 
be interpreted as representing a fraction of normal vision. They are simply 
a record of acuteness of vision at a given distance (20 feet). Vision of 20/40 
in the left eye, for example, is not one-half of normal vision, but is merely 
a manner of recording the fact that the best the child can do is to see with 
his left eye at twenty feet letters or symbols that normally he should be 
able to see at 40 feet, 

Also record all other findings, including any signs of eye fatigue or strain- 
ing to see. For children wearing glasses, record the vision for each eye with 
and without glasses.? 


The limitations of the Snellen screen should be well known to all 
teachers. It is in so sense an eye examination but it is reported to be 
a reliable screening procedure “when carried out carefully and with 
proper illumination.” 3 It does not test the coordination of both eyes 
working together nor does it test for astigmatism. It may not screen 
all children with serious defects and, of course, it does not catch color 
blindness, Nevertheless, and within those limitations, it is a useful 
screen for teachers and will discover with sufficient accuracy the chil- 
dren who deviate from normal in their vision as to make its use 
worth while. 

When using the Massachusetts test: 

This test goes a step or two further than the Snellen chart although 
neither test is diagnostic of the nature or cause of vision impairment. 

n the Massachusetts test additional equipment is needed because it 
is, in reality, made up of three tests, described as follows: 


? George S, Wheatley and Grace T. Hallock, Health Observation of School 
Children, McGraw-Hill Book Co., 1951, p. 872. 

° Thomas E. Shaffer, “A Study of Vision Testing Procedures,” American Journal 
of Public Health, August, 1948, p. 1141. 
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1. The Visual Acuity Test.—The findings for the visual acuity test in terms 
of the Snellen fraction are expressed for a) the right eye, b) the left eye, 
and c) both eyes. Failure with this test is an indication to omit the re- 
maining tests. 

2. The +1.50 Sphere Test.—For this test a pair of +1.50 spheres are 
mounted in zylonite spectacles. The child is instructed to close his eyes and 
then to open them and read the 20/80 line. If this is accomplished, the 
20/20 line is tried. This test is applied to a) the right eye, b) the left 
eye, and c) both eyes. Failure with one of these tests is an indication to 
omit the remaining tests. 

3. Heterophoria Test.—For this test two pairs of zylonite spectacles are 
supplied, each containing a red multiple Maddox rod for the right eye and 
no lens for the left eye. One Maddox rod is mounted horizontally and the 
other vertically. The test is made at 20 feet (6 meters), and the object of 
fixation is a small 5 watt nonfrosted bulb which projects through the window 
of the picture of a house. The lateral dimensions of the house are calibrated 
to be equivalent to six prisms of esophoria and four prisms of exophoria for 
a distance of 20 feet. The vertical dimensions of the window are calibrated 
to be equivalent to 1.25 prisms of right and left hyperphoria.* 


It requires some careful preparation (as does the Snellen) to give 
this test but it is being used successfully by teachers, nurses, and others 
to indicate to the oculist and to the parents the deviation from normal 
and the underlying nature of the deviation. 

‘As a result of the use of either screen the teacher should (1) record 
the vision of all children, (2) make such adjustments within the room 
in light and seating as will assist children to see better, (3) report 
all vision over 20/40 to the office and thence to the home, (4) when 
asked, be able to discuss the differences between an oculist, an opti- 
cian, an optometrist, and an ophthalmologist, in terms of the oculist 
and ophthalmologist being physicians for eyes and, thus, the first port 
of call. It can be explained that optometrists and opticians refract 
vision and make glasses respectively and are useful after a physician 
(oculist) has made a thorough examination of the eyes and vision. It 
should be clear in this connection that not all eye handicaps are im- 
perfect vision. Eye diseases varying from “pinkeye” to trachoma ai 
not infrequently found in schools. When teachers observe signs O 


ipti i ded to operate 
4 To secure a full description of equipment and procedures needed t a 
the Massachusetts test one Prena inquire of the Division of edt cna 
Health, Department of Public Health, Commonwealth of Massachusetts, y 
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such diseases they should waste not a moment in getting their informa- 
tion to parents and to the school physician or nurse, if one is employed, 
These diseases are infectious and dangerous, 


Partially Sighted and Blind Children 


All teachers should be on the alert to help the occasional partially 
sighted or blind child succeed in his education. If attending the 
regular schools such children should be given every assistance in their 
academic work and, perhaps of even greater importance, should be 
assured a life of activity within the school geared to their possibilities 
and not emphasizing their limitations, Glee clubs, student politics, and 
physical education are important avenues for their development. No 
physical education teacher should ever shun the opportunity to 
construct a program, individually if necessary, for partially sighted or 
blind students. They are entitled to it and will benefit from it as well 
as anyone else. The general health of these students, particularly their 
emotional and psychological welfare, will be best served if they are 
taught to live as near a normal seeing life as possible. 


HEARING 


Roughly 5 percent of school children have defective hearing from 
One cause or another. In some ways loss of hearing is not as handicap- 
ping to personal development as impaired sight or blindness, and yet 
the hard of hearing or deaf lose so much under ordinary conditions 
that to help them compensate for their handicap is an important 
health and educational enterprise. There are psychological problems 
associated with deafness or partial hearing that are very serious. The 
deaf person may feel out of it or that he is being talked about, or he 
may develop delusions of one kind or another as a result of building 
up a suspicion of what others are saying. The hard of hearing child 
definitely needs to be found and given every assistance. 


Optimum Conditions 


Children hear best when there is little competing noise or rever- 
beration to distract them, The acoustically treated ceiling is one of 
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the great developments in class, laboratory, and gymnasium construc- 
tion. Wherever possible, such treatment should be extended into all 
such rooms in steel and brick buildings. The noises of street as well 
as the reverberations of noises within the room or building become 
greatly softened. Children who are hard of hearing should be placed 
near the front or in close proximity to the center of things, and, for the 
sake of their peace of mind, care should be taken to determine, with- 
out embarrassment to them, whether or not they are hearing what 
goes on in the room. 


Discovery and Appraisal * 


Variations in the hearing acuity of school children may be picked 
up by observation of common symptoms and by tests adapted to 
school use. Children who cannot hear well will (1) be inattentive, 
particularly when they are not seeing the speaker, (2) ask for repeti- 
tions of questions, (8) miss a great deal of the class discussion, (4) 
have frequent ear discharge, (5) complain of earaches. Routinely, 
not only students showing such variations but all others as well should 
be given a test of hearing. 

Several tests have been tried out for school use but it now seems 
to be agreed that the watch and whisper tests are not useful and that 
there is no adequate substitute for the use of the audiometer in a 
hearing testing program. It is now believed that the sharp observa- 
tions of teachers who can pick up the behavior signs of hearing difi- 
culty need not be supplemented by the unreliable watch or whisper 
test. 

A helpful description of audiometry and its uses has been given by 
Hardy and Pauls as follows: 

ë Students, teachers, or others interested in developing their ability in screening 


for hearing deviations should read ee Eni than can be given here. 

The following sources are excellent for additional study: í 

1. The NRE Hearing Society, 1537 35th St., N.W. Washington, D.C., has 
many pamphlets, films, and other hel, ful information. 

2. An excellent manual for teachers and paren 
has been prepared by the Division of C 
of Health, Columbus, Ohio. 

3. The Minnesota Department of Health and Dep: 
produced a school health manual (1948) in which 
instructions for the use of the audiometer. 


artment of Education have 
(p. 43) there are detailed 
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Audiometry is the most accurate means for measuring hearing. It includes 
tests that measure the hearing of pure tones and of speech, 

In pure-tone tests, a series of tones (usually 9 or 10, across a range of 
six or seven octaves) are sounded in order to determine the child’s threshold 
of hearing (the point of least loudness at which he consistently hears each 
tone). ... 

There are two significant aspects of speech-hearing testing: (1) The 
measurement of threshold, by definition the loudness level at which the 
child distinguishes 50 per cent of what is said to him; (2) the measurement 
of his ability to discriminate fine differences among speech sounds under 
conditions of ideal loudness. Both of these tests can be done fairly well 
with the use of the microphonic circuit that is included in many commercial 
audiometers; for precise results, special equipment should be used in a 
soundproofed room, 

Pure-tone audiometry tells us what the child cannot hear—that is, he 
cannot hear the test tones at a loudness level that is lower than his threshold, 
But speech-hearing audiometry tells us how well he uses his hearing in 
active communication, This knowledge is essential if we are to recognize the 
child’s language shortcomings and to know what we can do to help him to 
overcome them. . 

Hearing impairments take several forms, and each has several degrees 
of severity. When the middle ear is damaged, conduction of sound may be 
blocked, and thus conversation and noise are reduced in loudness before 
they reach the inner ear, When the inner ear—the perceptive mechanism— 
is damaged, sounds are not only diminished but distorted. 

Ordinary speech sounds have a tonal range © from approximately middle C 
to the C that is four octaves above; if a child is to hear speech well, he must 
be able to hear sounds over this range. If the child’s hearing nerve is im- 
paired he may hear the lower tones fairly well without being able to dis- 
tinguish clearly sounds of ordinary speech in the middle and upper tones, 
He hears distorted sounds, and the result is conversational confusion. The 
problem then is not merely hearing versus deafness. It is necessary to find 
out accurately how much difficulty the child’s loss of hearing is causing him 
in communicating with other people. 

Thorough audiometric Screening will reveal many youngsters with mild 
to moderate hearing loss that is related to acute or chronic upper-respiratory 
conditions. These infections can usually be treated successfully, and the 


child’s hearing is usually improved considerably, or even restored to nor- 
mal. ... 


-i h refers to the range of frequencies considered important in understanding 
speech. 


1 
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It is often impossible, however, to improve a child’s hearing in such cases 
unless his impairment is diagnosed and treated early. Therefore, early dis- 
covery and treatment of such children should constitute a major part of 
audiology in schools. These children need not only prompt medical atten- 
tion, but also careful supervision by both teacher and parents while the 
medical treatment is being carried out. The teacher may need to change the 
child’s classroom seat so as to enable him to work to the best advantage. She 
should take care that he follows group discussions and should keep a watch- 
ful eye on his progress. Giving the child some training in speech reading (a 
more accurate term than lip reading) is often advisable as a precautionary 
measure. 


The Oregon State Board of Health 8 finds over a thousand pupils 
each year with defective hearing by the following recommended 
program: 


The technician gives a screening test with the 4A audiometer. This is the 
group test in which the stimulus sounds are spoken numbers which are 
played from a disc on a phonograph audiometer. Forty children are usually 
tested at one time by this test. However, first and second graders are tested 
in groups of six or eight by the monitor method, in which the older students 
write down numbers whispered to them by the first or second-grade pupils. 
A recheck is given immediately to those pupils failing in the first test. Third 
graders are retested by the monitor method. 

A pure tone or 6B audiometer test is given at a later date to those failing 
the group test. The screening test of air conduction is given, and if this 
indicates that the child is defective, threshold acuity test is given. An audio- 
gram is made of the child’s hearing and if he has a 14 per cent loss in the 
voice range frequencies in either ear or a 25 per cent loss in the high tones 
in either ear, the child’s case is marked for referral. If the loss is not that 
great, the case is marked for deferral and is rechecked again the following 
year to determine if there has been any change and if there is need for 
medical attention. All of the defective hearing cases are retested the follow- 
ing year. If the child still has defective hearing the case is again referred 
for immediate medical attention. ; ` 

Following the pure-tone test, a brief medical inspection of deficient pupils 
is given by the County Health Officer or an assigned local physician after 
which a nurse-parent conference is arranged. At that time the nurse presents 

7 William G. Hardy and Miriam D. Pauls, “So That Children May Hear Better,” 


The Child, August-September, 1950, p. 18. > 
£ As reported by a Overstreet in O. E. Byrd's Health Instruction Year- 


nook, Stanford University Press, 1947, p. 282. 
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the findings of the test and the medical examination. Every effort is made , 
to persuade the parent to obtain proper medical treatment for his child. 

The facts accumulated by the health department, such as hearing-loss , 
score, teacher's statements, medical inspection, history from parent interview, 
physician’s report of diagnosis and treatment, are used in conference with 
the public health nurse, principals, and teachers to determine the educa- 
tional needs of each child. For example, seating, special assistance or coach- 
ing, lip reading, and in some cases special education are considered. 


It is crucial, of course, to accomplish appropriate action after the 
screens have been made. The last paragraph of the Oregon plan indi- 
cates the type of action which may be recommended for children who 
are hard of hearing. 


Hard of Hearing and Deaf Children 


Students who are hard of hearing or deaf number less than 1 per- 
cent of a school population. They should be educated in relation to 
their possibilities and in as nearly normal a situation as possible. There 
is great debate as to whether it is best to educate deaf children among 
deaf in deaf schools or to give them speech reading and speech skills 
and educate them among hearing children. There is much to be said 
for both sides. Surely, the health of the handicapped child is of para- 
mount importance and he should be placed in a school environment 
where he will thrive best. 

Hard of hearing children should be educated with normally hear- 
ing children—not with the deaf alone—and wherever possible, special 
classes should be organized for them. These classes, limited to ten or 
twelve pupils and taught by teachers specially trained for the work, 
would emphasize speech reading, speech, and interpretation of sounds. 
Liberal use would be made of hearing aids. 
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Environmental Controls 
and Emergency Care 


ih health of school children is directly affected by the environ- 
ment of the school. The difference between good vision and bad, 
accidental death and life, strength and lassitude, irritability and calm- 
ness is frequently reflected in the provisions within the school for good 
lighting, safe corridors and playgrounds, ample facilities for play, and 
acoustical treatment of rooms. These relationships are not tenuous; they 
are real, and they require careful analysis and constructive planning 
to bring the interests of the child to the fore when dealing with the 
physical plant. As has been said: “The authority which requires pupils 
to attend school implies the responsibility to provide an environment as 
evocative as possible of growth, learning and health.” 1 

This point of view is basic to one’s entire concept of the relation of 
a child to education in school. We have compulsory attendance laws. 
Children must go to school. We want them to go to school. But we 
do not want them to be retarded, injured, or handicapped because 
they went to school. It is the prevention of these things that interests 
school health education as much as the more developmental activities 
of instruction, nutritional care, and physical education. Modern health 
education is insistent that the school do nothing to injure the child; 
on the contrary, it must do everything it can to promote his “growth, 
learning and health,” 


‘ 1 Suggested School Health Policies, National Committee on School Health Poli- 
cies, 2nd ed., 1946, p. 11, 
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ARCHITECTURAL CONSIDERATIONS 


In the last century and early in this, school buildings were con- 
structed merely to “house” students. Little thought was given to func- 
tion or to health. The child was, and is, expected to accommodate to 
the environment. He must fit the situation. It is now known how unfair 
this is. Flexible though child life is, liberal though nature has been in 
giving children more tissue and energy and strength than they need, 
they cannot conform to some of the architectural monstrosities and 
community monuments which are used for schools, When one seeks 
the explanation for the high rates of nervous instability, eye strain, 
childhood accidents, disease among children, one can safely be sus- 
picious of the physical plant of the school. It is responsible for much 
of the distress and maladjustment of childhood. 

Even though there are many thousands of very fine schools, perhaps 
the ideal school has never been built. Some day it will be. To apply 
all that is now known about lighting, ventilation and sanitation, paint 
and acoustics and fire protection will require architectural advances 
far beyond the traditional. It will require architects who are willing 
to study children, not just prepare blueprints—who are willing to 
think through the problems of function and not merely prepare plans 
of specified cubage. As one travels the highways today one sees scores 
of school buildings each with a beautiful facade, each rectangular, 
each with standard windows, and many giving the impression of a 
shoebox firmly rooted in the soil of a wind-swept plain. The buildings 
catch the eye from the outside—but inside they leave much to be 
desired. They may have insufficient exits, dirty toilets, fungus-ridden 
shower rooms, and rooms that are poorly lighted and stuffy. Schools in 
cities are frequently worse. 

In some forward-looking communi 
building commensurate in value to t ; 
will be found buildings of a different stamp. They will show an archi- 
tectural reflection of the uses to which the building is to be put, They 
will be built for children, not to fit a building pattern already estab- 
lished. They will be built by architects who are as sensitive to the 
health of children as they are to the structural requirements of a 
building. The blueprints will not be taken from the top drawer an 


ties having a desire to construct a 
he children who will attend there 
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used over and over again, They will be created fresh for each com- 
munity, for each site, for each conception of the purposes of the 
school. Such an architectural approach will be organic; it will be func- 
tional. It will be useful and not monumental. It will be different from 
what we are used to. Some typical differences may be shown thus: 


Traditional Functional 


1, Poorly ventilated and damp 1. Above grade in air and light. 
gymnasiums and locker rooms 


in the cellar. 
2. Shops in the cellar or inside. 2. Shops, like gymnasiums, above 
grade. 
8. Two or three main exits. 3. Exits from each room. 
4, Two or more floors. 4. Rambling one-floor plans. 
5. Limited play space. 5. Large areas for outdoor work. 
6. Fixed room areas resulting from 6. Expandable room areas through 
permanent wall construction. the use of movable partitions. 
7. Horizontal ceilings, 7. Tilted ceilings for better air and 
light. 
8. Sameness in room and labora- 8. Liberal use of color, contrasting 
tory colors, danger colors, reflecting colors, 


pleasing colors. 
9. Harsh resounding walls and ceil- 9. Acoustically treated walls and 


ings. ceilings. 
10. Rooms straight-away. 10. Diagonally placed rooms for 
better light. 
11. Sharp-angled stairways. 11. Safer ramps and curves more 


expedient for passage. 


Modification from the traditional can be made indefinitely. The 
school of the future will contain ever more adaptations developed for 
function, for health, or for location. The building will be built by 
architects of imagination and ingenuity and the product will be a 
plant in which children will find pleasure and stimulation, where they 
can breathe and see and grow. 

Many will inquire as to the locations of existing buildings which 
have utilized some of the advanced concepts of functional or organie 
architecture. There are many scattered throughout the country. Among 
them are the following: 
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“The Crow Island School,” Architectural Forum, August, 1941, p. 79. 

“The Rugen School,” New Pencil Points, September, 1948, p. 35. 

“Study for a Post-war School,” New Pencil Points, September, 1943, p. 
70. 

“The L. W. Ericsson Building. Stockholm, Sweden,” New Pencil Points, 
September, 1943, p. 72. 

Charles A. Lindsey, “The Albany School—Tailor-Made for Texas,” School 
Executive, December, 1952, pp. 89-46. 

D. P. Setter, “School and Park Planned by Community Are Neighborhood 
Assets in Appearance and Function,” Nation’s Schools, October, 1952, 

p. 72-75. 

“The Carmel School,” Architectural Forum, October, 1949, p. 107. Loca- 
tion: Carmel, Calif—Kump and Falk, Architects and Engineers. 

“Clyde Lyon School,” Architectural Forum, October, 1949, p. 118. Location: 
Glenview, Ill.—Perkins and Will, Architects, 

“Blythe Park School,” Architectural Forum, October, 1949, p. 122. Location: 
Riverside, Ill.—Perkins and Will, Architects. 

“Cradle of Liberty School,” Architectural Forum, August, 1950, p. 122. 
Location: Lincoln, Mass.—Anderson and Beckwith, Architects. 

“Long Beach Elementary School,” Architectural Forum, December, 1951, 
p. 172. Location: Long Beach, N.Y.—Reisner and Urbahn, Architects. 
“Kester Avenue Elementary School,” Architectural Record, November, 1952, 
p. 141. Location: Los Angeles, Calif.—Richard J. Neutra, Architect and 

Consultant. 

“Attleboro Junior High School,” Progressive Architecture, December, 1952, 
p- 63. Location: Attleboro, Mass—Architects, The Architects Collabora- 
tive, 

“Waite Park School,” Progressive Architecture, September, 1952, P- 76. 
Location: Minneapolis, Minn.—Magney, Tusler & Setter and Perkins and 
Will, Architects. 

“Seaside School,” Progressive Architecture, September, 1952, p. 82. Loca- 
tion: Torrance, Calif.—Daniel, Mann, Johnson & Mendenhall, Architects. 

“St. Therese of the Child Jesus Parochial School,” Progressive Architecture, 
September, 1952, p. 88, Location: Philadelphia, Penna. Bh heal A 

“El Segundo Elementary School,” Progressive Architecture, pare a 
1952, p. 94. Location: El Segundo, Calif.—Flewelling and Moody, Archi- 
tects, Bey Peas R 

Phili. ill, Jr.. “Contempor Style in Rural Setting, Nation's Schools, 
Mer aed ata AE, description of the Barrington Country- 
side School, Barrington, Ill. 

“The fb School 4 Milton Academy,” American School Board Journal, 
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May, 1952, pp. 54-56. Describes a good school for lower elementary 
pupils in Milton, Mass. 


STANDARDS 


As investigation and experience mount up relative to the influence 
of the physical plant upon the welfare of the student, standards begin 
to appear. Professional groups of school people and architects have in 
some instances collaborated on studies which are helpful in school 
building construction. These standards are published. They fill many 
more pages than could be used here to reproduce them. Teachers and 
administrators need but to turn to them, however, to secure valuable 
assistance in planning for lighting, ventilation, room and laboratory 
location, fire protection, sanitation, construction materials, paint and 
color, and other physical elements which are so important in school 
construction. The principal guides of the movement are: 


National Council on School House Construction, Proceedings of the 23rd 
annual meeting, Part II, “A Tentative Guide for Planning School Plants.” 
Available from H. D. Hedden, State Department of Education, Nash- 
ville, Tenn, 

College Facilities for Physical Education, Health Education and Recreation, 
College Physical Education Association, Richard Jamerson, University of 
North Carolina, Chapel Hill, 1948. 

A Guide for Planning Facilities for Athletics, Recreation, Physical and 
Health Education, Participants in National Facilities Conference, The 
Athletic Institute, Inc., 209 State St., Chicago, Il., 1947. 

Health in Schools, Twentieth Yearbook of the American Association of 
School Administrators, 1951, chap. 5, “Healthful School Environment.” 

“The School Plant Re-examined,” New Pencil Points, September, 1948, 
p. 44. 

“Schools,” New Pencil Points, September, 1948, p. 46. : 

J. E. Nichols, “Codes Should Be Instruments for School Planning,” New 
Pencil Points, April, 1945. 

N. L. Engelhart, “What Can School Designers Expect?” New Pencil Points, 
November, 1942, p. 46. 3 

V. F. Matson and E. J. Matson, “Designing and Creating Tomorrow s 
Schools,” American School Board Journal, January, 1946, p. 27. 

O. H. Breidert, “An Architect’s View of the Post-war School,” School Board 
Journal, January, 1946, p. 45. 
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Willis A. Whitehead, “A Guide for Planning Elementary School Buildings,” 
Educational Research Bulletin, March 17, 1948, p. 67. 

American School Buildings, Twenty-Seventh Yearbook of the American 
Association of School Administrators, 1949. 

R. H. Bolt, L. L. Beranek, and R. B. Newman, “Acoustics Considerations,” 
Progressive Architecture, December, 1952. 

C. A. Winkelhake, “Stanford School Planning Laboratory,” Progressive 
Architecture, September, 1952. 

Archibald B. Shaw, “The Need for New Secondary Schools,” Architectural 
Record, November, 1952. u 

“Today’s Schools,” Architectural Forum, October, 1944. 

“Toward Better Schools,” Architectural Forum, October, 1949. 

“Techniques,” Practical Methods in Structure, Heating, and Ventilating, 
Acoustics, Special Areas and Audio-Visual Aids, Architectural Forum, 
October, 1949. 


The standards or recommendations in these publications are con- 
stantly subject to modification as new experience or investigation de- 
termines new truth. For example, it was not many years ago that six 
foot-candles of light were considered adequate for reading purposes 
in a classroom. Now twenty are recommended for desk work, twenty 
for sewing and art rooms, and fifteen for gymnasiums. Advances of 
this kind are usually reported in such periodicals as: 


The American School Board Journal. 

The Journal of Health and Physical Education. 
The American Journal of Public Health. 

The Journal of the American Medical Association. 


The Architectural Forum. i ENAN pa 
Local, state, and national publications of professional societies in engineer- 


ing, architecture, school health, and education. 


EMERGENCY PLANS 


The school has three responsibilities in regard to ee, ee 
accidents. One is to prevent accidents from happening in sc pls 
second is to offer instruction in the curriculum regarding safety; an 
the third is to establish a program of action for neem EE 
ing at and in school. The latter is all too frequently neg e Ma a 
theory either that “accidents will not happen here” or tha 
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something does turn up it will be handled by common sense.” Neither 
position is tenable. Accidents, fires, explosions, food poisoning, emer- 
gencies of nearly every kind can and do happen at unexpected times 
and in unexpected places, And when they occur they are not always 
handled well because of the panic, excitement, forgetfulness, or lack 
of knowledge of one or more key persons. The unexpected must be 
prepared for. Every contingency must be met. 

There are many good and bad examples of meeting emergencies. In 
a medium-sized school known widely for its attention to the health of 
children plans had been made for the unexpected. It occurred. One 
day in assembly children began to be nauseated. Within an hour 
over a hundred children were in various stages of collapse from food 
poisoning. At the first sign the school’s emergency care program was 
in action and continued throughout the experience. Ambulances were 
called, physicians, nurses were summoned, parents were notified, fam- 
ily doctors were called, children were taken to a nearby hospital, and 
public health authorities were summoned. Later an investigation was 
held and corrections were made in the refrigeration of foods. Through- 
out the emergency all was done that could be done and without panic, 
noise, or unnecessary fanfare. The teachers and principal knew what 
to do because they had planned for it. Eventualities had been antici- 
pated—and answers had been provided. 

There are several steps to be taken toward the provision of complete 
plans for emergency care. They may be outlined as follows: 

1. The faculty of the school must be made aware of the possibility 
of accident and emergency and must be responsive to the suggestion 
that they work out plans for any eventuality. 

2. Every teacher in every room, shop, or gymnasium must think 
through what she would do in case of fire, explosion, or panic. 

8. These plans must be correlated into a master plan, put in writing, 
and well studied and understood by all school personnel involved. 

4. A roster of every pupil showing name, parents’ names, address, 
home and business phone, name of family physician or physician of 
choice in case of emergency, hospital of choice, special directions for 
dealing with accidents, allergy sensitivities, and religion should be 
placed conveniently near a telephone in the main office. In case of acci- 
dent the school, being morally responsible to give immediate care, 
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would do so in accordance with practice agreed to and instructions 
from parents. 

5. Plans for transporting children to home or hospital must be made. 
They should provide for available private cars, school buses, ambu- 
lances, or other means with the method of calling, drivers, and means 
of paying for the trip all worked out in advance. Nothing should be 
left to after-the-accident argument. If insurance is carried on public 
conveyors its coverage should be well known to all. If private cars are 
used at times of accidents certain ones should be used and the insur- 
ance on them should be in force. It would be well to know what 
exits would be used in the event injured children had to be taken 
from the building to cars. Nothing would be lost if every conceivable 
detail were covered. 

6. First-aid and emergency cabinets * must be provided and placed 
at strategic spots around the school. Their contents must be fresh, up 
to date, and in accordance with the best standards for first-aid care. 
It is not necessary for every teacher to be expert at first aid; one or two 
on each floor should be. However, the physical education teacher, 
nurse, principal, industrial arts, and home economics teachers most 
assuredly should be. 

7. At the first indication of an emergency code signals should be 
given throughout the school calling all first-aiders, or all drivers, or 
calling a general exodus from the building as in a fire drill. In one 
school Boy Scout and Camp Fire Girl first-aid teams are called when 
needed and they were definitely needed one day during a flash storm 
which knocked down high-tension wires and pinned several children. 

8. Parents or guardians should be notified calmly and as early as 
practicable and every needed assistance given them in caring for their 
children. 

9. “Some schools in thickly populated sections prefer to have all 
first aid performed by physicians. They enter into ile yi i 
panel of physicians whose offices or clinics are nearby i or i a 
the physician drops what he is doing at the moment and comes 


i i ical facilities for emergencies, 
Bs Jaborate details on appropriate physical i 
first-aid AN oe and standing orders for meeting emer eae see et 
in Schools, Twentieth Yearbook of the American Association of Schoo! 
trators, 1951, chap. 16. 
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school for first aid purposes. The further disposition of the case de- 
pends upon the instructions previously received from the parent. 

10. “The school medical adviser should prepare detailed instruc- 
tions and standing orders for the guidance of teachers and the school 
nurse with reference to the immediate treatment for such common 
school emergencies as abdominal pain, cuts, bruises, dog bites, sus- 
pected fractures, painful menstruation, and headache, as well as less 
frequent emergencies like epileptic attacks or insulin shock.” * 

11. Parents should be informed of every plan made by the school 
in anticipation of accidents and emergencies. They want to know that 
their child will be well cared for in case something happens. Inform- 
ing parents of plans in advance gives them a chance to suggest modi- 
fications and alleviates any criticism which might be leveled later if 
the parent were not in approval with action taken. 

12. The school should have stated plans for the handling of acci- 
dents occurring in sport competition. These plans, in the form of 
either insurance or outright subsidy by the board of education in case 
of injury should be well known to players and parents and should be 
given wide notice in order to avoid misunderstanding after an acci- 
dent. Insurance plans are receiving wide use, particularly in high- 
school athletics, and experience with them so far has proved of great 
aid to injured players. 

18. A report of each accident or other emergency situation should 
be kept on hand in the principal's office. This should include names of 
persons concerned, time, location, nature of the accident, witnesses, 
and disposition of the case. Such records are frequently of great impor- 
tance in later discussions of prevention or liability. 


THE SAFETY PROGRAM 


In addition to a well-established emergency care program every 
school will want an all-school safety program in action throughout the 
year. The accident problem is the most serious of all health problems 
during the school years and it can be met only by careful study, plan- 
ning, and action. Injuries and deaths from accidents will continue to 
mount until man finds a way to bring his machines under stricter con- 
trol. The place to begin such an effort is in the school. An all-school 

* Suggested School Health Policies, 1946, p. 20. 
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safety program is an essential element of a program of school health 
education and will operate as follows: 

1. An all-school safety council, large or small, depending upon the 
size of the school, should include both teachers and students. Teachers 
of laboratory and shop classes including physical education will want 
to be represented as will the nurse and physician if available. The 
principal should be a member ex officio. This safety council or com- 
mittee would (a) continuously analyze the cause and prevention of 
accidents in their own and other schools; (b) recommend to the fac- 
ulty and board of education ways to prevent the occurrence of acci- 
dents; (c) provide teaching material in safety education to those 
giving health instruction anywhere in the school and assist in the con- 
tinuous improvement of curriculum materials in safety; (d) arrange 
visual material for bulletin boards, plan assembly programs, and in 
every intelligent way promote safe living in the school environment; 
(e) formulate and supervise a program of safety for the school includ- 
ing the emergency care program, fire drills, traffic supervision, and 
continuous inspection of buildings and grounds for danger spots and 
potential causes of accidents. et 

2. A thorough and modern program of traffic safety both within and 
outside the school is essential. Children must be brought from home 
to school safely and local police authorities should be invited to assist 
in directing traffic, marking streets, installing traffic lights and signs, 
and in discussions with children about moving in traffic. Inside traffic 
must be regulated to assure the efficient flow of movement within the 
building between classes. The school safety patrol can be organized to 
develop and maintain this traffic program. 

8. The school bus program ae leave nothing overlooked from kai 
standpoint of safe practice. All state and local standards for school bus 


driving must be met completely and without exception. Drivers A 
be expert and without organic or psychological handicaps which wou 
us endanger the students. Buses 


lower their efficiency as drivers and th nger pete 
must be equipped with safety exits, fire extinguishers, ae A J : 
materials in sufficient quantity to care for a full load of chi ren i 
needed. No bus driver should ever allow more than the maximum 
number of passengers as provided by law to board the bus. Warning 


lights, signals, and other paraphernalia must be in accordance with 
the best in local standards. 
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4. A program of laboratory, shop, and gymnasium safety must antic- 
ipate every contingency. Moving shop parts should be painted in 
danger colors. Gas jets should be colored different from water. Draft 
hoods for removing smoke and odors should be working whenever the 
laboratory is in use. Good housekeeping—everything in its place— 
should be the prevailing practice. There are dozens of such sugges- 
tions which teachers of special subjects will want to observe and which 
may be found in the Selected Readings. 

5. The entire staff should study and understand all local laws and 
ordinances pertaining to school safety and liability for accidents. This 
material might be provided by the safety committee. Staff discussions 
on prevention and liability are interesting topics for faculty meetings 
and go far in making a usually careless staff more alert to their re- 
sponsibilities in the prevention of accidents. 

6. Subcommittees on safety should be appointed from among the 
pupils in each room. These student committees should help to organize 
fire drills, be responsible for safe practice within the room, and pro- 
vide discussion materials on safety for room use. The room committee 
can assume charge of room traffic and develop the safety program in 
shops, corridors, and physical education classes, both indoor and out- 
door. 

7. Programs in regulation of bicycle travel and parking, school 
dances, night use of the building, smoking on the premises, handling 
of crowds at athletic contests and other gatherings should be worked 
out by the school safety council and their provisions made effective 
in the life of the school. 

8. Courses for secondary students in driver training should be in- 
stituted whenever possible. 


SELECTED READINGS 


See all references cited on pp. 347 and 348. 

American Association for Health, Physical Education and Recreation, Safety 
in Physical Education for the Classroom Teacher, The Association, Wash- 
ington, 1951. , 

American-School and University, New vs. Old Building Standards, Ameri- 
can-School Publishing Corporation, New York, 16th annual ed., 1944. 

Byrd. E., Health Instruction Yearbook, Stanford University Press, Stan- 
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ford University, successive annual editions, chapters on “School Health” 
and “Health and Physical Environment.” 

Center for Safety Education, The School Administrator and the Safety Pro- 
gram, School Safety and the Community, New York, 1946. 

College Physical Education Association, College Facilities for Physical Edu- 
cation and Recreation, Richard Jamerson, University of North Carolina, 
Chapel Hill, 1948, 

Department of Public Health, Minimum Sanitary Requirements for Swim- 
ming Pools and Bathing Places, State of Illinois, Springfield, 1988. 

Leuhring, F. W., Swimming Pool Standards, A. S. Barnes & Co., New York, 
1938. É 

National Commission on Safety Education, School Bus Standards, 1945 
(rev. ed., 1946). Reprinted in American Journal of Public Health, August, 
1946, p. 935. 

National Safety Council, Accident Facts, The Council, Chicago, annual. 

National Safety Council, Safety in Physical Education and Recreation, The 
Council, Chicago, 1941. 

Office of Education, Teachers Contribute to Child Health, Bulletin, Federal 
Security Agency, Washington, 1951. 

Rosenfield, H. N., Liability for School Accidents, Harper & Brothers, New 
York, 1940. 

Wisconsin Cooperative School Health Program, Guides for Gen School 
Health, publications on surfaces, heating and ventilation, lighting, water 
supply, and others, State Board of Health, Madison, Wis. 
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NEW DELHI 


Administrative 
and Personnel Interrelationships 


v. IS apparent to all experienced workers that the development and 
execution of a program of school health education is not a one-man 
job. It requires the codperative effort and effective codrdination of 
several professionally trained people willing to pool their knowledge 
and ability for a common beneficiary—the school child. In its begin- 
ning the program may have involved only a teacher of physiology who 
taught young people some of the great facts of life. Or it may have 
centered in a physician who came to the school to examine for vision 
and teeth and who considered the examinations of value only as a 
source of statistical summaries. In other situations the physical educa- 
tion teacher was the sole purveyor of health instruction and his work 
was devoted to the building of the muscular strength and coördina- 
tion that might come from the exercises of the day. School health 
education in the nineteenth century was well intentioned but inade- 
quate and was conducted chiefly by professional personnel working 
by themselves and without a planned relationship to each other. 

In contemporary times the situation is wholly different. In a fully 
integrated school health program the child as a whole takes the center 
of the stage. Objectives in child development are agreed to and sought. 
His health and welfare, his psychological and social development, his 
safety and his immunity all become prime considerations along with 
his intellectual and academic advancement. It becomes imperative 
that all things which go on within the school experience contribute to 
and do not detract from the total development of the student. To 
bring this ideal to its fullest maturity obviously requires the highly 
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coérdinated effort of many persons, none working in isolation from 
the other but all within a master plan to the ultimate benefit of 
childhood. 


SOME BASIC CONSIDERATIONS 


Before dealing with administrative relationships it would be well to 
consider several matters basic to the attainment of such coéperative 
action as is needed in a well-rounded school health program. 

1. Many talents are needed. There is a place in a full health pro- 
gram for physicians, nurses, teachers; special teachers of physical edu- 
cation, sight saving, speech reading, home economics; psychologists, 
dental hygienists, dentists, social case workers, immunologists, dieti- 
tians, sanitary engineers, school administrators, and some others of 
specialized and nonspecialized ability. The talents of all these can be 
used. Their counterparts from the consumers’ side are, of course, the 
children and their parents. Little can be done without some of these 
key professionals; likewise little can be done without the full participa- 
tion and coöperation of these consumers. A school health program is 
truly a huge experiment in group action aimed at the improvement of 
the life of a given child. 

2. The talents must be used in an atmosphere of mutual respect 
and professional confidence. Success in school health education comes 
when each professional recognizes the worth of the contribution of 
the other, refuses to usurp more scope or more credit than is his due, 
and shares in the thinking, planning, and execution necessary to get 
the job done. It is at this point that many school programs have 
wavered and some collapsed. It is not always easy to get a group of in- 
dividualists to work coéperatively. Sometimes the teacher assumes far 
too much prerogative in the guidance of a child or, worse, discounts 
the efforts of others as they try to affect the life of one of her class- 
room children. Sometimes the physical education teacher assumes far 
too much in the sphere of diagnosis or fails to make use of the best 
of scientific information in giving health instruction. Sometimes the 
physician, prepared in a highly individualized professional tradition, 
finds himself unable to appreciate the work of others or, worse, insists 
that all school health work be considered his private reservation and 
all others subject to his direction. Such manifestations, in whomever 
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they occur, are always unfortunate, They jeopardize the attainment 
of the objectives in child development. 

Careful study must be made of personnel interrelationships, and 
personalities must be so geared as to allow for smooth operation with 
no friction born out of professional jealousy or mistrust. 

8. A program of school health education should not be an object of 
charity. Contributions to it should not be sought on that basis. In the 
early days many physicians and some nurses were asked to give their 
services free for examinations or screening. Others were urged to con- 
tribute books, equipment, or time. Private practitioners were asked to 
examine children and give the summary of their findings to the school. 
With rare exceptions this charitable approach to administration has 
been a failure. Physicians have their professional competence to sell. 
Others have specialized talent costing them years to develop. Such 
skills should be bought and paid for by the school if it expects to make 
good use of them. No part of the program which involves any measure 
of professional competence should be performed without adequate 
compensation. 

4. A school health education program is an educational enterprise— 
not a medical one. It is not in competition with the practice of medi- 
cine. It is complementary to medicine, supports it, educates school 
children to patronize it, discovers individual needs for it, but does not 
compete with it. School health education has no aim eventually to 
substitute its services for those of the private physician. 

There has been much misunderstanding here. There are some physi- 
cians and public health workers who have the misconception that the 
health interest of educators is a proprietary one. They are apprehen- 
sive lest the outcome of school health education be the destruction of 
the private practice of medicine and the substitution of some form of 
state medicine. Three things must be said in this connection. First, 
there is evidence to show that where complete school health education 
programs have existed there is not less but more demand for the 
services of physicians and public health workers. Second, the school 
has a legitimate’ purpose in concerning itself with the health of the 
child. It realizes that education cannot go on fully and constructively 
unless the child is in good health. It tries not to waste public funds 
attempting to educate children who are unfit to receive an education. 
Third, to teach about health, to organize experiences pertaining to it, 
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and to carry on education in a healthful environment are all parts of 
the basic purposes of a school. The school must give its students con- 
trol over the means of existence, over life. Certainly learning about 
health and living healthfully can be considered in no other way than 
as a means of furthering our existence and theirs within the scope of 
education. There is no infringement upon the province of the physi- 
cian, the hospital, or the clinic, There is, thus, no ground for discodrdi- 
nation. A school health education program deserves the coöperation of 
all professional personnel united to serve within it. 

5. The school is in no position to finance extensive curative or re- 
medial medical or dental programs at public expense. Of course, 
exceptions are being made but in nearly every instance the exceptions 
are endorsed by the medical and dental groups in the community who 
appreciate the fact that only through these means will the children 
involved be properly cared for. Principally, however, the school acts 
merely as an interested community agency willing to stimulate others 
into finding the means to do a needed piece of work for the benefit of 
handicapped or ailing students. 

It is well recognized that there are millions of people unable finan- 
cially or unprepared intellectually to seek and get medical service. 
The school sees their need, at least in so far as the need is expressed 
through the children, and is in a position to encourage social and 
public agencies in their efforts to bring medical aid to them. 

6. The emphasis in school health education has moved from the 
mass to the individual. This is a general trend in all of education, It 
becomes no longer important to survey thousands and thousands of 
children in an annual physical examination unless within such a pro- 
gram each child is given thorough attention and his individual status 
and needs are discovered and adequately dealt with. Just as physical 
education has moved from the former practice of marching thousands 
on the field for the same exercises given to all at the same time, to a 
program of activities taught in small groups and in the light of indi- 
vidual needs, so also has school health education veered away from 
mass production. As Baumgartner expresses it: “For school health 
this [means] that finding what the individual child needs and building 
a program to meet those needs comes first.” * 

*Leona Baumgartner, “Some Phases of School Health Services,” American 
Journal of Public Health, June, 1946, p. 631. 
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Thus, in all of school health education, as in all education, the work- 
ers must never lose sight of the fact that they are dealing with persons 
—with individuals. Neither the medical office nor that of the coun- 
selors nor the physical educators can, in the light of this trend, ever 
become impersonal centers where so many cases are handled per day 
and where the individuality of the student is observed with cold pro- 
fessional efficiency. Little of educational value and much of harm 
becomes the product when any phase of school health education loses 
the personal touch and becomes a mechanical thing. 


ADMINISTRATIVE ORGANIZATION 


From an understanding of the foregoing six basic considerations 
which underlie work in school health education, one can believe that 
administrative organization would be somewhat complex. And yet, as 
state and local programs have developed, it is true that certain agree- 
ments have arisen as to points of view and, although there is little 
standard practice in local organization, some similarities in the place- 
ment of responsibility are beginning to appear. 


In the Federal Government 


It is generally well known that the federal government has little or 
no administrative control over local school procedures and programs.” 
Except in those instances when federal money is appropriated (e.g, — 
for school lunches, for vocational agriculture) the government in 
Washington exercises merely an advisory and research function in 
relation to education in general and to school health education. Where 
federal money is appropriated for the support of educational enter- 
prises, Congress has usually established minimum standards for local 
acceptance and left the enforcement of those standards to an appro- 
priate executive branch, Otherwise, the tradition of local autonomy 
in education persists, and states are reluctant to give up their rights in 
determining the kind of education their people should have in favor of 
control from Washington. As time goes on, however, and the move- 
ment for equalizing educational opportunity over the nation gains 
more popularity, it is entirely possible that the government will have 
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increasing control over the administration of local programs because 
of the use of federal funds in their support. 

Furthermore, Congress may some day become interested in legisla- 
tion specifically directed at school and college health and physical edu- 
cation and be willing to subsidize much of a school health education 
program as it is now known. Such bills as may be drawn for that 
purpose will probably call for the acknowledgment of basic minimum 
standards in program and personnel. Depending entirely upon the 
state and local administration thereof, such bills may, thus, have a 
salutary effect upon the extension of the benefits of school health edu- 
cation to more and more children. 

There are many executive agencies in the government now having 
influence in school health education, Chief among these are the Office 
of Education, the Public Health Service, the Children’s Bureau, and 
the Department of Agriculture. There are many others. At one time 
it was determined that over seventy bureaus or agencies within the 
government had something to do with the health or recreation of the 
people! But the above-named four are the principal ones. The Office 
of Education maintains an office for a Senior Specialist in Health and 
Physical Education and his staff, and from this office comes a great 
deal of assistance in the form of information, field consultation serv- 
ice, research data, and information on trends which is of use to local 
and state groups. The other three agencies are likewise of great as- 

Fsistance to local groups in providing information. The four operate 
together in giving suggestions on policy and standards which guide 
school systems over the nation in the development of health educa- 
tion. Teachers and administrators will find all four agencies available 
for consultation by field representatives or by correspondence. 


In State Governments 


Three-fourths of the states have active programs in school health 
education operating out of state departments of public instruction or 
state departments of health or both. These departments are the instru- 
ments used by the state legislatures for the execution of whatever legis- 
lation is passed benefiting the health of the school child. It becomes 
exceedingly important to all personnel in school health and physical 
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education locally to know the limitations and possibilities of program 
development as established by state law. 

State supervisory programs not only interpret existing statutes for 
the benefit of communities but extend a great deal of consultative 
service as well. These programs are ordinarily located in departments 
of public instruction and are thus under the administrative direction 
of the state superintendent. In some states, however, the office is 
located in the department of health and in others the two share the 
work. The most fortunate states are those that not only have such pro- 
grams established but have the two principal departments—health 
and education—working in complete harmony and in enthusiastic 
support of each other in their relations to school health education. 
Where friction or misunderstanding exists between these two depart- 
ments the echoes of it are heard in disharmonies in state and local 
medical societies and educational associations, and between local 
physicians and educators, 


In Cities and Smaller Communities 


Below the state level is found an old, traditional standard practice 
in regard to school administration. The city, district, and county board 
of education has long enjoyed the privilege of determining its own 
program and employing its own personnel subject only to the approval 
of the state department of education. Thus, a superintendent of schools 
assumes responsibility for all that enter the educational program and 
is the administrative and executive officer of the school system. 

With the development of a modern program of health education, 
including both health instruction and health service phases, this 
framework of administration has to be reéxamined to see if the job of 
health education can get done within it. As soon as schools began to 
employ physicians and nurses, as soon as physical examinations, im- 
munization programs, and screening and referral systems were estab- 
lished, the question arose as to whether all of that sort of activity 
did not belong under the administrative jurisdiction of boards of health 
rather than boards of education. Should physicians and nurses be 
employed as school personnel and work in schools and communities 
without any official relationship to the official health agency or should 
the local health authority supervise and conduct all of the activities 
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going on within the school? Under whose banner should the school 
health service function? 

The problem has never been solved universally in all our states. 
There have developed two patterns of administration—one in which 
schools operate their own health services and the other in which the 
health department operates the program for the schools, Both patterns 
are probably here to stay; neither is wholly in error, nor is either 
wholly strong. The problem which confronts local authorities is one 
of getting the best help and counsel to the child with the least friction 
and wastage among the adults, who may be more concerned about 
jurisdictional disputes than they are about educating children. 

But the local group must get the job done. They must organize 
both instructional programs and health services. In thousands of small 
communities which are not health districts by themselves but are part 
of a county system they find it effective to invite the health authorities 
to assist them to set up a plan but proceed to administer that plan 
directly from the school offices. In many cities the board of education 
is reluctant to give up its jurisdiction over any part of the program 
(Cleveland, Los Angeles) and hence operates the school program 
from within the educational structure. In others (Cincinnati, Detroit) 
the local health departments take over and in coöperation with the 
educational authorities work out excellent programs. 

In virtually no instance is there any dispute relative to the adminis- 
tration of health instruction. That phase of the program is recognized 
to be wholly educational in nature and needs health department serv- 
ice only as a consultant to the program. 

But there is much less agreement over the health service problem. 
In an excellent article summarizing the important points of this con- 
troversy, Samuel M. Wishik, M.D., of the City Health Department of 
New York has presented the following: 


Certain advantages in having the school health service administered by 
the school system itself have been advanced and rather generally accepted 
as being valid. They include: 


l. There is usually greater efficiency and simplicity in the single adminis- 
tration. 
2. There is usually better understanding of the school needs by the health 


service. 
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8. 


4, 


5. 


6. 


Greater interest comes from increased responsibility on the part of the 
school personnel. 

There is better acceptance of the health program when it is within the 
same agency. 

More emphasis can be given to school health than when it is one among 
many public health activities. 

There is closer integration of health service and health education, 


- Through the teachers the parent-teacher association shows better coop- 


eration and interest. 

Greater success in obtaining funds for school health services can be 
expected in the much larger educational budget. 

There is usually less tumover of health personnel. 


To a large degree the advantages just listed add up to a higher de- 
gree of intramural integration and effectiveness of the school health serv- 
ices. 

Advantages have been adyanced and again rather generally accepted for 
the school health service being administered by a health department. They 
include: 


i 


2. 


8. 


10. 


A health service program is more properly administered by health 
personnel in a health agency. 

More appropriate definition of duties and use of the time of health 
personnel is likely. 

Rotation of personnel through related health activities to obtain 
broader experience is possible. 

In rural areas with scattered small schools part-time nursing service 
for each school is more easily obtained from the health department dis- 
trict nurse. 

Greater likelihood exists of including the school in various community 
health activities, such as a tuberculosis control program. 


. Health services are extended to parochial and private schools more 


easily under health department administration, 

Health department administration results in more authoritative content 
of the health education curriculum, 1 
By administering the school health service the health department is 
stimulated to encourage the development and expansion of community 
health resources for children and through its contacts with other 
agencies to assist in setting standards and improving service. 


. It is an economic waste to have multiple health administration in a 


community, 
Health departments usually give greater emphasis to health super- 
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vision and selective examinations than to safety and annual examina- 
tions. 


To a large degree the advantages just listed add up to attaining better 
extramural integration of the school health service with related health 
activities.? 

In this connection it is always helpful for school personnel to re- 
member that the scope of activity for local health authorities is usually 
prescribed by law and thus their duties impinge upon the school 
population. Children are children first and school children second. 
Health authorities see children as part of the public for whose health 
they are responsible and thus it is entirely essential that school and 
health personnel coéperate so as to get both jobs done. School people 
should realize that health officers are charged by law to: 


1, Enforce all state health laws and regulations, 

2. Prepare and enforce regulations for the control of communicable 
disease. 

8. Record incidence and instances of communicable disease. 

4, Investigate all instances of disease, carriers and contacts. 

5, Under some conditions, supply and administer vaccines and serums. 


Those and many other legal and traditional functions of boards of 
health bring them in close contact with school problems. 

At all events, regardless of where the final budgetary and adminis- 
trative jurisdiction lies, the following features of a smooth-running and 
adequate school program should be preserved and maintained: 

1. Joint planning for school and community programs between 
boards of education and health should be a constant feature of any 
system, 

2, School personnel should welcome the advice and consultation of 
health or medical personnel at each stage of program development. 

8, Medical personnel should learn to work with school people, to 
understand their problems, and coéperate within rather than dominate 
the program. ; 

4. Health departments should be constantly ready to improve the 
in-service preparation of teachers. 

2 Samuel M. Wishik, M.D., “Administrative Jurisdiction of the School Health 
Service,” American Journal of Public Health, July, 1951, p. 819. 


366 School Health Education 


5. School and community health councils should invariably carry 
adequate representation from both health and education administra- 
tive offices, 

6. In any given school building the administrative authority of the 
principal over all activities, including health service, must remain, 

7. Medical personnel ( physicians, nurses) who have some prepara- 
tion in the field of professional education have an advantage in work- 
ing in an educational setting, 

8. Boards of education, charged as they are with the responsibility 
for the education of the children of the community and recognizing 
the basic educational character of school health education, can be 
encouraged to work codperatively with boards of health on mutual 
problems without relinquishing administrative jurisdiction over any 
part of the educational program, 


Qualifications 


Some localities and some states are perplexed over the problem of 
qualifications of the administrative personnel for the program. Should 
a physician or an educator be chosen to administer, supervise, “head 
up” the program? 

There is no standard practice. Good work is being done under both. 
Whether a physician should head the school health program or 
whether an educator should be its principal officer depends almost 
wholly upon the administrative skill and personal qualifications of the 
people in question. In cities or counties large enough to have a staff 
of Supervisors or consultants at work in this field, the medical or 
educational background of the person is of less importance than his 
conception of the program and his organizing ability. In smaller school 
systems where there may be one Supervisor of health education in a 
county or a small city or village, the possibilities are that the position 
will be held by a specialist in health education or in health and physi- 
cal education, Physicians are rare in these positions not because they 
are disqualified on professional grounds but merely because there 
are not enough of them available to serve communities in that 
way. 

These central office Supervisors or consultants, working directly 
under the superintendent, are helpful in assisting elementary teachers 
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with instructional plans and materials, providing teaching aids and 
demonstrations, aiding in the appraisal programs, supplying new ma- 
terials for teaching, codrdinating school and community effort, and 
facilitating in every way the development of school health education 
in the communities, in the individual schools, and with the administra- 
tion. In many rural areas the consultant becomes a traveling teacher 
and may be on the staff of six or seven schools teaching in each one 
and conducting health service activities in them all. 


In Schools 


What shall be the plan of organization in a given school? Regard- 
less of the size of the school is there a standard organizational plan 
which can be recommended? How will the various personnel involved 
fit into this scheme of things? 


l. THE HEALTH COUNCIL 


The formation of a school and community health council (or com- 
mittee), with a council chairman chosen from available trained per- 
sonnel, seems to be the best administrative plan for single schools. 
Experience is proving the soundness of such a plan. The council gives 
everyone concerned a chance to participate in the formation and con- 
duct of the program. It assures the various special interests concerned 
with child health an opportunity to be heard. The council and the 
chairman are mutually dependent and helpful, and under an able 
school principal many fine school programs have come into being as a 
result of this codperative effort. 

In some places the council does not have community interests repre- 
sented but confines its membership only to school personnel and its 
activities only to school matters. It serves in this way as a school 
committee on the health program. Current thought, however, favors 
2 broadening of scope to include community interests and thus gives 
tangible recognition to the fact that the health of the school child is 
the concern of many and not only of school personnel. The 1947 Con- 
ference on the Cooperation of the Physician in the School Health and 
Physical Education Program voiced this opinion in its report as 
ollows; 
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It was suggested that in establishing a school health program: 


1, There must be school and community planning by means of a Com- 
munity Health Council composed of representatives of the schools, public 
health authorities, the county medical and dental societies and other organi- 
zations interested in and concemed with health. 

2. Each school system and each school within that system should estab- 
lish an advisory health council of its own to provide leadership and direction 
for its health service and health education program and to cooperate with 
the community health council through duly appointed representatives. 

There must be administrative leadership for each school system and for 
each school. This may be provided by a superintendent, assistant super- 
intendent, principal, health coordinator, director of health services, director 
of health education and service, director of health and physical education 
or director of health and safety education; in short, there must be someone 
within each school who has a definite responsibility for the total school 
health program and for cooperation and coordination with the medical and 
dental professions and with community health agencies, public and private. 


And the Conference, in its “Principal Recommendations and Conclu- 
sions,” made it clear that: 


In order that a school health program may be kept continuously in proper 
relationship with public health services, welfare services, medical and dental 
services, and all the health resources of the community it is essential that 
some form of community health council bringing together representatives of 
all local groups with definite health responsibilities, be formed. 

Every school system should have an advisory school health council, every 
school a health committee, every local medical society a school health com- 
mittee. In some instances such committees or council can best be developed 
within the framework of an already existing plan of organization. 

Wide recognition should be given to the fact that in the schools and 
health departments of many communities health education consultants or 
coordinators have been found to be very helpful in developing the coopera- 
tive type of school health program which succeeds in utilizing al] the re- 
sources locally available. 


The health council or committee plan is adaptable to any school, 
Jarge or small, rurual or urban. The work of each is planned in rela- 
tion to local needs. A survey may be made, needs established, and 

* Report of the Conference on the Cooperation of the Physician in the School 


Health and Physical Education Program, Physicians and Schools, American Medical 
Association, 1947, p. 7. 


Administrative and Personnel Interrelationships 869 


people on committees invited to undertake the work. The list of 
activities to be undertaken will depend largely upon the imagination, 
insight, and conscience of the members of the council. 

The organization of such a body either wholly within the school or 
joining forces with the community should remain as simple as possible 
for effective action. Its officers could well be only a chairman, a secre- 
tary, and perhaps an editor for whatever publications the council 
chooses to issue. Subcommittees can be appointed for continuous 
function and reporting to the council on emergency and accidents, the 
school environment, disease control, appraisals and screening, school- 
home relationships, athletics and physical education, research, or any 
other large area of health interest. The membership on committees 
and officers of the council could well be rotated every two or three 
years for variety and sustained interest. 

The membership of the council should include persons interested in 
child health and willing to work coéperatively for its betterment. The 
list of potential members of such a council usually includes: 


From the School From the Community 
The principal Physicians 
Physical education teachers Dentists 
The nurse Ministers 
The physician and dentist A PTA representative 
The psychologist Representatives from service 
Teachers clubs 
The custodian The public health officer and 
Students nurse 
The dental hygienist Any appropriate civic leaders 


The guidance counselor The mayor or a councilman 

Such a school and community health council could be small or it 
could be very large. If the latter, it should have a strong program com- 
mittee to guide the work, a competent chairman, and a well-conceived 
plan of action. Individual schools within the community where such 
large councils exist would want individual school committees chosen 
from school personnel only. i 

The best way to understand how health councils operate is to study 
the mechanism and accomplishments of some of them. 
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1. The Health Council of Clinton County, Ohio, began their work 
by seeking the needs of their population through a survey. Through 
committees and by consulting specialists they found the following 
needs, the answer to which has become the program of the Council 
for several years to come: 


Too many babies are miscarried or born dead. 

Preschool children are not protected against diphtheria, tetanus, whooping 
cough, smallpox or typhoid. 

Only 60 per cent of school children are protected against smallpox and 
diphtheria. 

School children lack dental and medical examinations. 

Many families do not drink pasteurized milk. 

Wells, cisterns and springs could easily become contaminated. 

The surface privy is the principal means of sewage disposal. 

Undulant fever is an immediate problem, 

Tuberculosis cases are not found early enough, 

Cancer strikes heavily, 

There are 643 persons who have recovered from typhoid, which suggests 
the likelihood of carriers present. 

Rheumatic fever has claimed 234 victims. 

Heart disease and diabetes are high. 

There was no poliomyelitis problem during the survey. 

Accidents and fires take a heavy toll in time and life.4 


2, From Hempstead, New York, the following achievements of the 
Council are reported; 


1. An environmental survey of our seven school plants and certain follow- 
up physical improvements. 

2. The addition of a teacher of physical education in the elementary 
schools. 

3. Freeing of another teacher for one-half physical education work in the 
elementary schools. 

4. Increase in elementary school nursing service from one and a half to 
two full time persons. 

5. Better coordination of health and physical education and health service 
activities. 

6. Establishment of a health service fund. 


* Clinton County Health Council, “Local Leadership in Health,” Journal of the 
American Medica Association, November 4, 1950, 


ea 
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7. Improved coordination and public relations community wise. 
8. A complete lighting survey of all school plants. 


Plans for immediate future include: 


l. Provision for a more complete medical examination at certain grade 
levels. 

2, Extension and improvement of playground and playfield areas. 

8. Addition of a second nurse at the high school level. 

4, Improvement of classroom lighting in all schools.® 


8. A Council in action presents its program. 


An example of a school health council that is studying and dealing with 
health problems in a democratic and practical way is that of the Vallejo 
City Elementary Schools. 

It has met regularly once a month since its inception three years ago. 
Its personnel, which has a wide representation within the school system, 
includes the school physician, as chairman, the director of elementary edu- 
cation, the supervising school nurse, and one representative (either a prin- 
cipal or teacher) from each of the fourteen elementary schools. A committee 
representing the secondary schools also meets monthly, both groups work- 
ing closely together whenever the need arises. 

The Elementary School Health Council is concerned with the health pro- 
gram from nursery school level through the sixth grade. Its functions, there- 
fore, are many and varied. As set up by the group they are to: 


l. Study health needs of the Vallejo elementary schools in the light of the 
most modern thinking; 7 

2. Advise the director of school health regarding the conclusions of the 
committee with recommendations on the implementation of these con- 
clusions; 

3. Carry back to the administrators and faculty of their own schools the 
findings and recommendations of this council; ; 

4. Assist in every way possible the growth of health interest and health 
consciousness, in its broadest sense, within their individual schools; 

5. Assist the director of school health in formulating recommendations for 
the ensuing academic year, these recommendations to be incorporated 
in the annual report of the Board of Education. 


The democratic procedure and way of working of this heal prg ae 
been very effective. Not only were health problems brought from the indi- 
Vidual schools for consideration, but the school system as a whole peace 

Lyi ad Wea eae d, Ed.D., “Why a School Health Council,” Ideas, 1948-49, p. 1. 
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from the findings and study done by the group under the very able guidance 
of the school physician. Some of the subjects and activities carried on during 
the last school year included: 


1. Study of health legislation. 

2. In-service education for teachers. 

8. Health recommendations for teachers; e.g., recommendations that all 
school personnel have chest X-rays each year. (Made possible by the 
Tuberculosis Association. ) 

4, Adaptation of school schedules to meet the needs and capacities of 
children. 

5. Study and revision of pupils’ health records. 

6. Consideration by teachers of the effect of heat, light and voice. 

7. Study of methods of “screening” children who have deviations from the 
normal. 

8. Consideration of school lunches and food sold to children outside of 
school. 

9. Discussions of use and value of rat feeding projects in teaching nutri- 
tion in the classroom. 

10. Coordination with other agencies and organizations such as the parent- 
teacher association, tuberculosis association, county health department, 
and the State Department of Public Health.* 


4. From Bronxville, New York: 


Chairman—The School Administrator 


School Staff Community Interests 
School Physician 5 Private General Physicians. 
School Nurse 5 Pediatricians 
School Psychiatrist Parents’ Representative 
School Psychologist Other Council Representatives 


Physical Educator 
Teachers’ Representative 


The council convenes for one hour quarterly during the school year. Well 
planned agenda presented in round table discussions expose the misunder- 
standings and misconceptions relative to policies and pave the way for the 
pooling of ideas mutually acceptable to the school and community interests. 
Subjects to be discussed are agreed upon in advance. Some have been—the 


ê Dorothy Spurling and Vista Stockwell, “A School Council in Action,” Journal 
of School Health, February, 1948, p. 50. 
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rules for the control of communicable diseases, the physical education pro- 
gram, the part to be played in the improvement of posture, immunization 
procedures to be advocated, the value of germicidal fluorescent lamps in 
schools, tuberculin testing, X-ray examinations in older children and school 
staff members, vision testing, the fluorine treatment in the control of dental 
caries, the school guidance program, Specialists have been invited to par- 
ticipate in discussions as indicated by the subject. Letters to parents have 
been composed by the group, advocating annual health examination by the 
private doctor and acquainting parents with policies agreed upon relative 
to matters of health guidance. Parent-teachers conferences devoted to the 
presentation of subjects dealing with emotional development have been 
sponsored by the council.’ 


5. Another council § during the first year of its organization (a) 
issued publications to parents on rheumatic fever, scarlet fever, diph- 
theria immunization, preschool examinations, and poliomyelitis, (b) 
established a program of communicable disease control, (c) estab- 
lished a program of safety and emergency control, (d) examined the 
sanitary conditions in all school and community eating establishments, 
(e) obtained restricted parking areas on thoroughfares near the school, 
(£) encouraged the establishment of a course in health instruction for 
senior-high-school boys and girls. j 

The constitution and working policies of this particular council are 
reproduced in Appendix B, 


2. THE CHAIRMAN OF THE COUNCIL 


The chairman will bear the lion’s share of responsibility for the suc- 
cess of the council during his term of office. He will probably be 
selected because of his interest in child health and health education. 
The chairman should have a knowledge of school and community 
Organization, information about community resources, an ability to 
plan and conduct a meeting, and, above all, an ability to get along 
with people in an effective, coöperative manner. Through his pun 
efforts and the work of his appointed committee chairman, he shoul 


discharge the following responsibilities: 
” As reported by Henry W. Kaessler, M.D., “A School Health Advisory Council 


hich Works,” Journal of School Health, March, 1950, p. 82. 
Worthington, Ohio. 
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l. Stimulate the work of the health council. 

2. Be the agent for the health council on appropriate projects. 

3. Confer and study with teachers on matters pertaining to curricu- 
lum development in health instruction. 

4. Represent the health interests of the school before the administra- 
tion and board as improvements are sought. 

5. Arrange school and public meetings devoted to health problems. 

6. Engage in such study of problems or research as may be needed 
to improve the local program. 

7. Arrange for whatever all-school surveys or studies may be made 
upon the request of the health council or any other authoritative 
body. 

8. Extend helpful overall supervision of the health implications in 
the entire school program and secure close coéperative working 
relationships between all the interests concerned with school 


health. 


3. THE SCHOOL ADMINISTRATOR 


Basic to the work of any council or program is a sympathetic, in- 
terested, informed, and willing school administrator. Nothing can go 
on successfully in school without his support and consent, and, in 
turn, the administrator knows that he must accept the final responsi- 
bility for everything that does go on. Hence, many principals are 
cautious about the development of school health education until they 
are sure of their lines and of the merits of the program. 

The responsibilities of the school administrator in school health edu- 
cation have been the subject of considerable investigation. The Na- 
tional Conference for Cooperation in Health Education determined 
his opportunities to be somewhat as follows: 


1. To direct and coordinate all phases of the school health program under 
the school’s jurisdiction, 

2. To see that adequate funds are secured and budgeted for the health 
program administered by the school, and to cooperate with the health 
department in obtaining and budgeting funds for medical and nursing 
services which may be administered by that department. 

8. To be responsible for seeing that all functions of the school health 
program are performed, 


19. 


20. 
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To recommend for appointment physicians and nurses employed by the 
school and to assign their functions. 

To make provision for in-service training of school personnel. 

To give leadership and guidance in establishing and maintaining com- 
munity understanding of, and relationships to, the school health pro- 
gram. 

To encourage cooperative and democratic efforts among school-em- 
ployed personnel, parents, and others in the community in the operation 
of the school health service program, and to help in establishing good 
working relationships between school personnel and health department 
personnel, if the latter are responsible for medical and nursing service. 


» To assume administrative responsibility for providing and maintaining 


a safe and healthful school environment. 


. To set up a health curriculum in which health education is coordinated 


with all other features of the school program. 
To set up a procedure for the continuous appraisal of the school health 
program, 


. To establish sound understanding and sympathetic relationships be- 


tween the school health program and the health and educational pro- 
grams of other agencies in the community. 

To assist the medical and nursing staffs in interpreting to the com- 
munity the health needs of children. 

In school systems in which no medical authority is available, the school 
administrator secures medical guidance through some other qualified 
source, 

To assume a definite responsibility for acquainting the home and com- 
munity with the school health program. 


' To provide for an organized program of parent participation in the 


school health program, and of parent education in the field of health. 
To develop understanding of the extent of the authority granted in 
existing laws regarding school health procedures and to make an effort 
to have these laws improved where necessary. SHS 

To assume administrative responsibility for providing an adequate 
school health service, 


» To provide the building space and equipment advised by the technical 


staff for carrying on health examinations and other school health serv- 
ices with due regard for privacy and hygienic conditions. : ; 
To be responsible with the physician and nurse in working out re r 
tionships with members of the local medical profession, public heal 
agencies, volunteer groups, service clubs, and other eee Bme 
To provide for changes or adaptations in the school program for chil- 
dren with special needs, 
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21. To cooperate with the physician in establishing procedures for the 
education of school personnel in the techniques of observing children, 

22, To ensure the establishment and efficient use of an adequate system of 
health record keeping. 

28, To cooperate in setting up a program for controlling communicable 
diseases and accidents. 

24. To see to it that adequate health service for school personnel is avail- 
able. 

25. To provide a safe and healthful physical environment for children and 
for the staff. 

26. In planning the construction of a new school plant or the remodeling 
of an old one, to use the latest competent advice so as to recommend 
the type of plant, including grounds and playgrounds, which will be 
in conformity with the best modern standards in sanitation, ventilation 
and lighting, safety features, and other conditions conducive to health- 
ful living. 

27. To provide an administrative plan or program which subordinates ad- 
ministrative convenience to educational and health needs. 

28. To provide a teaching staff which radiates good health, and a healthy 
custodial and lunchroom staff. 

29. To secure and budget funds for the health education program and to 
appoint the necessary qualified school-employed personnel for the 
health education program and to assign their functions. 

80. To encourage the development of health councils made up of school 
personnel, medical staff, and students, to plan and help to carry out 
the health education program.® 


These are his basic responsibilities. He may allocate some of them 
to other people but in the end the success or failure of the enterprise 
comes back to the principal or superintendent. School health educa- 
tion can develop just as far and no farther than is agreed to by the 
principal administrative officer of the school. 


4, THE MEDICAL ADVISER 


In an ideally developed program of school health educatian a physi- 
cian serving the school is a requisite. Much of the success of the health 


° Reprinted from The School Administrator, Physician, and Nurse in the School 
Health Program, National Conference for Cooperation in Health Education, Pub- 
lished as School Health Monograph No. 13 of the Metropolitan Life Insurance 
Company, 1944. 
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activities program revolves around him and his services. Originally 
brought into schools to examine for hearing and vision, the physician 
has now had the scope of his work enlarged to assure him a key posi- 
tion in the entire educational program. His duties extend far beyond 
the routine and hasty examination of children and the compilation of 
statistics. He has become in every sense a member of the school per- 
sonnel participating uniquely in the development of school health 
programs. His potential duties have been described variously—they 
are many—and include: 


l. Serving as the medical adviser to the entire school in all its activ- 
ities. 

2. Assisting in the establishing of sound school health policies. 

8. Advising with school administrators with regard to health supervisory 
activities. 

4. Coordinating school health services with community health programs, 
both public and private, especially in the fields of health education, 
communicable disease control and medical and dental services, 

5. Being responsible for formulating procedures in cooperation with the 
health officer and school administrator for communicable disease con- 
trol. 

6. Making medical examinations (1) to discover all structural or functional 
defects; (2) determining the fitness of pupils to engage in school activi- 
ties including athletics; (3) noting any need that may exist for modifica- 
tion of the pupils’ school environment or program, including special pro- 
grams for handicapped children. CSW 

7. Advising parents as to the correction of defects through the utilization 
of community resources. k 

8. Advising school authorities with regard to conditions which are con- 
ducive to the maintenance of healthful school environment. 

9. Carrying out a health service program which is educational in nature 
and acting as a consultant to school health authorities in the develop- 
ment of a vital, functioning health education program. 

10. Working with community groups to assure the availability of necessary 

professional health services for all children, One of the weaknesses of 

the school health program has been the fact that school physicians have 
too often functioned as defect finders with no provision by adminis- 

trators of the school system for adequate follow-through. 10 


The Committee on Professional Education of the American Public 


*° From Physicians and Schools, p. 7. 
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Health Association supplements the foregoing list of duties by men- 
tioning also these: 


1. To assist in the establishment of policies and procedures for emergency 
control, 

2, To direct teachers and nurses in systematic and continuous observation 
of the health of pupils. 

8. To assist in the selection of pupils for special educational programs such 

as speech correction, lip reading, modified physical education and others. 

To offer professional advice regarding the health of teachers. 

To supervise the conditions under which competitive athletics are played, 

To supervise the conditions under which food is served in the school." 


D gon 


The unique position of a physician in an educational program has 
not been easy to establish. Many years of experience and much careful 
thought have gone into the evolution of his present status. The idea 
of having a physician serve the school was not one readily acceptable 
to medical groups, and educators were prone to misunderstand his 
function and use him in a shortsighted way. The codperation of medi- 
cine through physicians, nurses, dentists, and psychiatrists is today 
welcome and necessary in the better educational programs, and the 
success of such codperative effort depends largely upon the acquies- 
cence to the following policies: 

a. Medical services should be paid for and not expected as a contri- 
bution from community physicians. 

b. Teachers must understand and function within the principle of 
privileged communication. Information from physicians about pupils 
must be held in confidence and used for professional purposes only. 

c. The physician serving the school should, with the school admin- 
istrator, inform local medical and dental societies of the nature of the 
school problem and program and utilize the judgment and resources 
of those groups. 

d. School medical personnel should be members of the local medical 
and dental societies, 

e. Parents should be advised and encouraged to have medical ex- 
aminations performed by family physicians, and the record of findings 
should be transmitted to the school. 


11 “Proposed Report on the Educational Qualifications of School Physicians,” 
American Journal of Public Health, September, 1944, p. 977. 


Administrative and Personnel I nterrelationships 879 


f. Reparative treatment should be done by family physicians. In in- 
stances where it is not possible to make such arrangements the school 
authorities should arrange to have the work done through public 
agencies and clinics. 

g. The medical adviser should obtain all needed data on a child 
from the family physician’s examination but in instances where these 
data are incomplete or the examination is of a type not helpful to the 
school program, the medical adviser should make the examination as 
a part of the school program, 

h. A great deal of the medical adviser’s time could well be spent 
discussing with parents at school the health needs and development 
of their children, The adviser should demonstrate what good medical 
service is and assist the parents in the development of their own 
conception of the value and nature of adequate medical care. 

The Second National Conference on Physicians and Schools agreed 
on certain conditions which, if acknowledged, will enhance the work 
of the physician who serves the schools. These are as follows: 


The school physician should be a doctor of medicine officially designated 
by an appropriate authority to render specified services in one or more 
schools on a full or part time basis. 

The school physician will be in a position to make his optimum con- 
tribution to educational goals under the following conditions: 


(a) When he has responsibility in his field as a recognized member of the 
administrative staff of the school and is included in meetings of the 
faculty and the health council as well as staff meetings at the admin- 
istrative level. on 

(b) When he receives compensation commensurate with his training and 
experience and the responsibility of his position. 4 f 

(c) When he is given an appropriate place in the in-service education of 
teachers in health service functions, and as a consultant in the prepara- 
tion of curricular materials in the field of health. 


The school physician can best gain professional status and command the 
respect of his medical and educational colleagues under the following con- 
ditions: 

(a) When there is mutual understanding and agreement among both physi- 
cians and educators on the functions of the school physician. 

(b) When he properly coordinates his program with existing patterns of 
medical and educational practice. 
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(c) When physicians of the highest quality with the training and experi- 
ence necessary to competently perform the many diverse public health 
functions required are selected as school physicians. 

(d) When close cooperation with the private physicians in a community 
prevents misunderstandings from arising in school-family physician 
relationships. 

(e) When school health services are made educational experiences for 
pupils, parents and teachers. 

(£) When local medical societies devote some of their scientific programs 
to the field of school health as presented by the physician serving the 
school. 


The work of the school physician can be performed most effectively when: 


(a) Adequate rooms for carrying on health services in privacy and dignity 
are provided. 

(b) Teachers, nurses or technicians perform those phases of health services 
they can be prepared to do effectively, reserving for the physician 
those functions which only a medical advisor is qualified to do.1? 


It is probable that less than one-quarter of all the schools in the 
nation have the services of a physician who is an employee of the 
board of education. Thousands of rural and village schools rely upon 
the local public health officer for whatever service they get. Still other 
thousands have no medical adviser, no physician serving the school 
at any time. Some state laws require the local health officer to serve 
the school if no school physician is employed. In such instances the 
school authorities should (a) establish a school health committee or 
council to (b) undertake as many of the proposed activities for such 
councils as possible with the limited medical help and (c) institute 
proceedings early to obtain some form of assistance from local physi- 
cians or medical officials. With or without a physician as medical ad- 
viser to the school the need remains the same. Where no medical aid 
exists the school personnel should nevertheless undertake as much of 
the work as it can. 


5. THE NURSE 


One of the major steps which any school can take toward the estab- 
12 Conference Report, 1949, American Medical Association, Chicago, Ill. 
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lishment of a complete and practical school health program is to em- 
ploy a nurse. It is estimated that one nurse can serve 1500-2000 stu- 
dents. She has become of central importance in the operation of 
today’s educational programs. Her functions and status are best de- 
scribed by the National Conference for Cooperation in Health Edu- 
cation: 


The nurse serving the school may be employed directly by the school or 
by the health department and assigned to serve in the school. Her duties 
and responsibilities will vary according to the extent to which medical 
supervision of the children is available. In any case, she serves as an inter- 
preter between school, home, and community. She understands the health 
needs of children and serves on the team which includes herself, the school 
administrator, the teacher, the parents, the physicians, and a wide variety 
of community agencies and groups in getting these needs met. . . . 

Of all the individuals connected with the school health program, the nurse 
usually has the most intimate relationship with the home. She interprets to 
the physician, the school administrator, and the teacher the conditions in the 
home which help to influence the development of the school child. She 
interprets to parents the health services of the school. . . . 

The nurse assists the physician in preparing for and conducting the health 
examinations of school children. She cooperates with the appropriate school 
personnel in selecting those to be examined. . . . She helps teachers and 
parents to recognize significant departures from normal in their day-by-day 
contact with children so that medical attention can be received by those 
who need it. She gives demonstrations which will enable teachers to acquire 
the techniques and information necessary for testing visual and auditory 
acuity and for measuring and recording weight and height when teachers 
are made responsible for carrying out these procedures. . . - i 

The nurse serving the school assists in coordinating all available informa- 
tion regarding the health status, health behavior, home environment, and 
Progress of each child. . . . A large part of the nurse's time Is spent in 
guiding and encouraging parents in their efforts to get their children’s de- 
fects corrected or to provide the best possible conditions for healthy devel- 
opment of the children. . . . i 

She assists the physician and teachers in developing modified school ex- 
periences for children with special needs—for example, those with hearing 
loss, heart trouble, or emotional disturbances. . . - Working under the direc- 
tion of the physician, she helps the school personnel to solve their health 
problems. . . . ENA 

The nurse in the school is familiar with standards for maintaining a 


382 School Health Education 


wholesome school plant and works with the school staff, the children, and 
the parents to see that safe and hygienic conditions are maintained. . . , 

The function of the nurse in the school in health teaching is chiefly 
advisory. She has a contribution to make in the planning of the health 
curriculum, in indicating source material for various areas of the curriculum, 
and in evaluating the health education program. . . . She sees that the 
teachers are informed of personal and group problems affecting their chil- 
dren, so that such problems can be used constructively in health educa- 
tion. . . . She may teach home nursing and first aid if she meets the 
requirements for teaching in the particular school she serves. . . . The 
nurse may assist the teacher in planning field trips to community organiza- 
tions.18 


The Michigan Department of Health ™ describes an important func- 
tion of the nurse as a liaison agent between home, school, and com- 
munity agencies. She will be required to do a great deal of work with 
teacher groups, health communities, and councils, parent groups, cur- 
riculum committees, civic organizations, and student and faculty com- 
mittees of various kinds. Her scope will involve all aspects of the 
health services, the health examinations, teacher observations, health 
records, accidents and emergencies, exclusion and readmission, coun- 
seling, and health instruction, and she will be consultant on health 
problems in the school environment. Hers is a responsible and im- 
portant part of a total school health program, 


6. THE PHYSICAL EDUCATION TEACHER 


The relation of physical education personnel to school health activi- 
ties should be one of complete coöperation and interested participa- 
tion. So closely allied are the health activities of the school with the 
conduct of a modern program of physical education that frequently 
the physical education teacher is chairman of the council and the phys- 
ical education program becomes the central means by which the 
health of students is favorably affected. The discussion of the inter- 
relationships of physical education with the rest of the health educa- 
tion program is found in Chapter 17. 


** The School Administrator, Physician, and Nurse in the School Health Pro- 
gram, pp. 24 ff. 
14 In a bulletin, The Nurse in the School Community, 1949. 
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7, THE CLASSROOM TEACHER 


The teacher is the central figure in any program of school health 
education. She conducts the largest share of whatever teaching goes 
on. She sees the developing child for more hours per day than anyone 
else and thus has the best chance to observe the variations from nor- 
mal as they occur. She knows more about the children than anyone 
in school and has in most instances the greatest influence on their 
behavior. Health programs can stand or fall in terms of her interest 
and coöperation. 


In terms of the school health service, the teacher’s twofold objective is 
recognized when she is informed of the findings of the school medical and 
nursing staffs so that she can use them in the instruction and guidance of 
students with health problems, In turn she can give valuable assistance to 
‘the physician and nurse in reaching their objectives. She is in a strategic 
position to observe changes in health status as they occur, and to give the 
continuous supervision necessary to meet the child’s health needs as out- 
lined by the physician. She is able also to make vision and hearing tests 
and to measure heights and weights at regular intervals, and thus have an 
opportunity for transforming rule-of-thumb, objective measurements into an 
educational experience for her students. i 

Most important of all, the teacher is able to supply the physician and 
the nurse with clues to guide them in doing their part in the health 
education of the child. She sees the individual differences of each student 
against a background of the behavior and learning ability to be expected 
from the group of which the student is a part. To her the discovery of 
myopic vision, for example, explains why the pendulum of leaming ability 
of a particular child describes a smaller arc than the one which sets the 
tempo for the group, and to her its treatment is not so much the ne 
setting right of one thing that is wrong as it is an adjustment favora e for 
the child as a whole. The teacher who is sensitive to those relationships 
can help the physician and nurse to see them too, so that all three can yer 
together for the individual child who is the direct object, stated or implied, 


f TEUR ica.15 
of every process connected with public education in America. 


i iation 1¢ 
The Research Division of the National Education Association 
13 Adopted from The School Health Program, Monograph No. 12, Metropolitan 


Life I payable 
i patience Co. New oe ae ‘The Function and Education of the Ele- 
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summarizes and specifies these functions to include innumerable re- 
sponsibilities for the teacher in connection with 


1. Coöperative overall planning about the health needs of chil- 
dren, 

2. Grasping opportunities for health teaching. 

8. Helping each child to develop and maintain best possible 

health. 

Making the school a safe and healthful place. 

Using school health services and resources. 

Using community health services and resources. 

Coéperating with the home in promoting and maintaining 

good health. 

8. Developing relationships among the school staff, parents, chil- 
dren, and community leaders which will contribute to the men- 
tal and emotional stability of children. 


ID oP 


8. THE CUSTODIAN 


It is recognized that the school custodian is an important person in the 
school system. He not only carries a heavy responsibility in operating and 
protecting valuable school buildings, grounds, and equipment, but he is also 
a vital factor in promoting school health and safety. The school custodian 
promotes the health and comfort of pupils by: 


l. Effective operation of heating and ventilating equipment. 

2. Keeping floors, blinds, shades and furniture free of dust. 

8. Cleaning walls, ceilings, windows, and artificial lighting fixtures to secure 
the best possible illumination. 

4. Making certain that water pressure is kept up so that at no time will 
back siphonage occur to contaminate the water supply. 

5. Providing tempered water on tap, liquid or powdered soap, and paper 
towels on hand at all times for hand washing. 

6. Keeping every part of the building clean and sanitary at all times. 


The school custodian promotes pupil safety by: 


1. Systematically checking all playground equipment and keeping it in 
good repair. 

2. Removing broken glass and other playground hazards, 

8. Maintaining floors so that they will not be slippery. 
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4. Keeping all required exit doors and hardware in good operating con- 
dition. 

5. Keeping all lines of travel to required exits free of obstacles. 

6, Inspecting safety devices on boilers and pressure vessels to make sure 
they are always in good operating condition. 

7. Periodically checking fire alarm systems and fire fighting equipment. 

8. Assisting in the supervision of fire exit drills and traffic patrol activities. 

9. Carrying on a continuous program of fire prevention. 


The work of the school custodian is no small task. In a large measure, the 
custodian, as well as the teacher, promotes appreciation for orderliness and 
cleanliness and promotes good health practices by pupils, Because of his 
close connection with factors in school health and safety, the school custodian 
should, obviously, be a member of the health committee. His understanding 
and appreciation of his responsibilities and his competence in doing work 
have a direct bearing on pupil health and safety.17 


9. OTHER SPECIALISTS 


There are other professional workers who have a share in a fully 
developed school health program. The work of a dental hygienist and 
a dentist has been described in a previous chapter, as has that of the 
psychologist. The nutritionist functions importantly in teaching and 
counseling on dietary problems and in supervising the school feeding 
program. The speech supervisor renders important psychological serv- 
ice in straightening out emotional problems associated with speech 
variants. The sanitary engineer, the architect, the acoustical specialist, 
the lighting engineer are all of great value in planning new buildings 
or in remodeling old ones. ; 

Each of these has a niche to fill. Each must fill it coöperatively and 
in relation to the best interests of children. A completely integrated 
program requires their services but wants them in relation to the 
whole, not as independent specialists operating for other than the 
educational purposes. 


LEGAL ASPECTS 


ealth and physical education 
may not be expended for 
Board of Education. 


Authorization for any phase of school h 
must be established in law. Public money 
17 From the Bulletin, 1951, of the Fresno, California, 
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any purpose unless permission is granted or the expenditure is made 
compulsory in the laws of the state. Under the “states rights” principle 
established in colonial times each state reserves the right to conduct 
its own affairs educationally. Education is not basically a federal en- 
terprise and, therefore, the federa] government exercises comparatively 
little control over current educational development, 

School law has reflected fairly well emerging philosophy and ad- 
ministrative practice over the years. Earlier the school and university 
took little if any interest in the health of students. A school was a place 
“to train the mind.” No thought was given to the development of 
the health of that “mind” or to whether it was trained in isolation from 
the rest of the individual who owned it. As the point of view changed, 
a legal structure had to be erected state by state to permit the develop- 
ment of the instruction and services that constitute modern school 
health education, It had to be made permissible to employ physicians 
and dentists, to give physical examinations, to screen for tuberculosis. 
Some mandates were given to boards of education to offer health 
instruction, to “take due notice of health supervision,” or to employ 
teachers properly prepared in health education. An entire legal struc- 
ture for school health education has had to be erected. The laws 
cover a wide range of health matters from sanitation and safety pro- 
visions in the building to laws pertaining to the preparation of teachers. 
Health in Schools describes them: “a) As provisions in both federal 
and state constitutions, b) in statutes enacted as laws by state legisla- 
tures, c) in municipal legislation in the form of ordinances, d) in pro- 
visions contained in special charters granted to municipalities by state 
legislatures, e) in regulations adopted by state boards of health, and 
f) in case law handed down in court decisions based upon statutory 
and upon common law.” 18 


Federal Laws and Subsidies 


The interest of the federal government in health and physical edu- 
cation is, of course, related to the interest of government in all of 
education. From time to time there have been serious proposals made 
to give the government greater jurisdiction in local education through 


18 Health in Schools, Twentieth Yearbook of the American Association of School 
Administrators, National Education Association, 1942, p. 822, 


ee Leal 
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appropriations to local systems meeting standards established by the 
government. In the fields of vocational agriculture, special education 
for the handicapped, trades and industries, and the school lunch, the 
appropriations from Washington are made on that basis. There seems 
to be something less than unanimous approval for such arrangements 
but, in the main, the results are good. Communities have profited 
from the programs already established. 

The Congress is constantly asked to widen the scope of federal 
participation in school health programs. Some two dozen bills are 
usually presented in each regular session which bear upon the health 
of the child in school. So far the Congress has been very reluctant to 
approve bills which would withdraw from the state any of its prerog- 
atives in determining the kind of program it wishes. In the evolving 
social security program subsidies are increasingly made for child 
health, maternal welfare, disease control, and numerous other health 
problems. These funds have been administered by the Children’s 
Bureau and the U.S. Public Health Service and given to state depart- 
ments of health for disposition in the states. 

The funds have been used, in part, for school and public health edu- 
cation through the appointment of supervisors who have served com- 
munities, Several have been assigned to state departments of education 
to correlate better the health interests with the ongoing educational 
program of the state. If the government in the future extends greater 
equalization aid to state educational programs, provisions will un- 
doubtedly be made for the extension of health education in areas not 
now well developed. There are two principal ways in which this can 
be done—by equalization funds paid directly to communities through 
their state departments of education or by the extension of supervisory 
Service to communities to aid local groups in developing a program 
With the resources at hand, The latter is the less expensive of the two 
and retains a greater measure of local autonomy in the conception and 
development of local programs. f 

There are many who would resist the efforts of Congress to give the 
executive branch of the government, through the Office of Education, 
final authority in the development of the curriculum. Wartime experi- 
ence, when schools and colleges had, sometimes, to teach according to 
Set patterns, following set procedures and including only set material, 
has given many people sufficient impression of the undesirability of 
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extending government control in either health education or physical 
education. The handbooks and manuals in hygiene and in physical 
education used by the services were difficult to adapt locally and 
allowed insufficiently for local modifications, Local autonomy in the 
development of the instructional materials and administration of a 
curriculum is to be preferred. 


State Laws and Standards 


The state is the principal controlling agent in education in the 
United States. State legislatures are responsible for the passage of 
laws and appropriation of money in support of public education. The 
agency which the state uses for this purpose is the state department 
of public instruction, or of education, as the case may be. In the oper- 
ation of school health education that agency is supplemented in its 
work by the state department of health. The two work jointly in the 
development of school health education, frequently sharing personnel 
and extending joint services to communities in need of aid. 

Such work as is done on the state level, emanating from state de- 
partments of health or education, is directed in forty-one of the states 
by a Supervisory staff in school health and physical education. These 
supervisors and their assistants serve a variety of purposes, all aimed 
at the development of programs in school health and physical educa- 
tion. They establish minimum standards for program development, set 
standards for the training and certification of teachers and others who 


quantity of local programs will depend upon the leadership exerted 
at the state level, 
There are contrasting ways in which the framework, within which 
this leadership can work, is set. Some states1 have extended laws 
1° E.g., Pennsylvania, Florida, Illinois. 


Administrative and Personnel Interrelationships 389 


specifying in great detail the character of the program which is ex- 
pected. These laws indicate how many minutes a week must be 
devoted to health instruction, the frequency with which examinations 
are to be held, which types of immunization are mandatory and which 
optional, and in many other ways describe an optimal program in 
law. Other states *° rely more upon state standards. The law will briefly 
declare that there must or may be programs of health and physical 
education in the schools of the state and vest the authority for devel- 
oping the details in the state department of education. This depart- 
ment then develops a program of standards which is accepted by local 
schools wishing to become accredited. Such a plan allows for greater 
flexibility in the improvement of the minimum level of programs in 
that standards may be altered by the official state agency without 
raising the complicated problem of legislative action. Furthermore, 
the acceptance of standards is, to many school systems, a more palat- 
able process than adherence to law. Whether the state operates prin- 
cipally by law or by standards the personnel of a local system will 
want to know the full detail of what is expected of them and what 
the mandated and permitted features are in school health education 
in their state, There being no standard school law used in all states, a 
study must be made locally to determine the scope of the law or 
standards. 

It is clear that the trend is toward centralizing the responsibility for 
the supervision of programs in state departments. As a recent bulletin 
from the U.S. Office of Education indicates: 


There is a definite trend in State departments of education toward 
establishing administrative responsibility for all phases of school health, 
physical education and recreation in one unit or division. This trend is also 
shown by board rulings and laws making health education, physical educa- 
tion, recreation, safety education, school lunches, and education for handi- 
capped and exceptional children the responsibility of the director of the 
division of health and physical education. In some instances, the titles 
of the directors of the divisions have been changed to indicate the range 
of responsibility, (etait 

There is os a trend toward the establishment of specific administrative 
S instructional requirements through codes, standards, or rules and regu- 
ations, |.. , 


4 E.g., Ohio, Wisconsin. 
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A third trend is toward the establishment of “Cooperative Arrangements” 
between State departments of health and education in the various States,?! 


Examples of State Laws and Standards 72 
l. IN EXAMINATIONS 


There is local option in the matter of health examinations in Cali- 
fornia—boards of education are permitted to do as they wish. In 
Pennsylvania examinations are required regularly and costs are subsi- 
dized by the state through the health departments. Colorado requires 
that all teachers must have an examination before teaching, and Ohio 
gives boards the right to ask for an examination as a condition of em- 
ployment. In nearly every state provision is made for the “conscien- 
tious objector”; i.e., parents with religious or other conscience scruples 
which make them unwilling to have the health of their children su- 
pervised in school may withdraw their children from the program of 
examinations. 

In Massachusetts the Department of Public Health prescribes and 
establishes regulations relative to the physical examination of school 
children. These regulations (1952) include the following: 


The school committee or the board of health shall provide the services 
of a school physician to carry out health appraisals on such children as do 
not have this service performed by the family physician. He shall carry on 
other responsibilities of the school health program including (1) interpreta- 
tion of the child’s health situation to the school personnel, (2) assistance to 
the teacher and nurse in meeting the health needs of the child insofar as this 
is possible in the school environment, and (8) interpretation of the school 
health program to the family physician and parents. . . . 

The school committee or board of health shall cause every child in the 
public schools to be separately and carefully examined by a physician duly 
registered in Massachusetts within six months before entrance and at inter- 
vals of either three or four years thereafter. . . . 

The school committee or the board of health shall cause children in the 


*! State Administration of School Health, Physical Education and Recreation, 
U.S. Office of Education, Bulletin No. 13. Government Printing Office, 1947, p 4. 

22 A fuller presentation of specific legal provisions may be found in (a) ibid.; 
(b) Summary of Present Statutory Laws in the Various States, Division of Health 
and Physical Education, The University of the State of New York, April 1, 1946. 
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public schools to be separately and carefully examined by a duly registered 
physician under the following circumstances: 


1. Children returning after an absence from school of five consecutive 
school days or more due to illness. 

2. Children referred because of frequent absences due to unexplained 
illnesses. 

8. Children referred because of known physical defects that require 
repeated appraisal. 

4, Children referred from teacher-nurse conferences because the child is 
not making expected progress in school or because of signs of illness 
noted by the teacher or nurse. 

5. Children under sixteen and over fourteen years of age requesting em- 
ployment certificates. 

6. Children planning to participate in competitive athletics annually, 
previous to such participation. . . . 


The school committee or board of health shall cause the vision and hear- 
ing of each child in the public schools to be tested in the first grade and 
every second year thereafter... . 

The health appraisal shall be done with such care and detail as to com- 
mand medical respect and be a desirable educational experience for the 
Gil PAN 

Disabilities and defects found on health appraisal of an individual child 
shall be brought to the attention of the family. The school or health depart- 
ment shall encourage the family to take the child with physical defects to 
the family physician or other source of care. . . 8 


In the matter of these health appraisals one can see all the varia- 
tions of laws and standards from openly permissive to strictly required. 


2. IN DISEASE CONTROL 


North Carolina requires immunization against whooping cough and 
smallpox before the age of one year, and schools are not permitted to 
admit children who are not immunized. Ohio permits boards of edu- 
cation to require such immunization as a condition of entrance, and 
One or two other states expressly forbid boards of education to impose 


such regulations, Most states allow either boards of education or 


23 From Regulations for Physical Examination of School Children in Massa- 
chusetts, Department of Public Health bulletin, 1951. 
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boards of health to exclude children who have or were exposed to 
communicable disease, and boards of health, almost universally, may 
close schools in time of epidemics. 


8. IN SANITATION OF SCHOOL PLANT 


There is wide divergence in the area of sanitation. Local schools 
are subject to the observance of a variety of rules, regulations, stand- 
ards, and laws emanating from boards of education and health, city 
councils, county commissioners, and legislatures. The standards of the 
fire marshal, state architect, smoke inspector, and sanitary engineer 
must all be met, and local architects must be familiar with a vast 
detail of sanitary, safety, and building specifications, 


4. IN THE EMPLOYMENT OF PERSONNEL 


Michigan, Pennsylvania, Indiana, and most other states allow boards 
of education to employ physicians and nurses for school health work. 
Pennsylvania law stipulates what physicians shall do and establishes 
a minimum fee for their services. New Jersey stipulates what school 
nurses shall do. Several states have arrangements whereby local health 
officers may, or must, supervise the health of school children if boards 
of education have not employed their own physician. f 


5. FOR HEALTH INSTRUCTION 


Thirty-two states emphasize the teaching of health within their laws 
and standards for health and physical education. There is great varia- 
tion in the stipulations concerning the years of teaching and the time 
allotment. Special laws requiring the teaching of temperance and in 
the uses of tobacco and narcotics are to be found in some states. Idaho 
provides for a state supervisor of narcotic education and appropriates 
$25,000 every two years for narcotic education work, Two full semes- 
ters of health instruction are recommended for high schools in Indiana, 
and Louisiana authorizes a half unit of credit for such instruction. 


Massachusetts, on the other hand, has no state standards but complete 


local option. New York has mandatory laws requiring instruction in 
elementary schools. 
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6. IN THE HEALTH OF EMPLOYEES 


Maine requires all employees to file a physician’s certificate annually 
showing the employee to be free of communicable disease. The costs 
of health examinations are borne by the state department of education. 
Maryland also requires such an annual certificate. The majority of 
states, however, have no such statutes. 

The foregoing are but a few of the great many kinds of laws and 
standards which bear upon school health and physical education. 
Standard practice is only emerging. There are several “backward” 
states which have not yet given attention to health needs of school 
children and there are a few which have provided most amply for it. 
Such variations are, in the main, desirable because they reflect the 
judgments of the various state groups as they see and solve problems 
of their relatively homogeneous groups. 


LOCAL AUTONOMY 


The system we have in American education gives virtual autonomy 
to the community in determining the kind and quality of educational 
program it shall have. State departments of education lead, encourage, 
illuminate, and enforce minimum standards. Departments of health 
can enforce state laws representing minimum standards of perform- 
ance in sanitation or safety. As we have seen, there is, so far, a faint 
relationship between the federal government and the community. But 
by and large the program in school health and physical education is a 
local matter and dependent almost wholly upon the willingness and 
ability of local administrators and teachers. To offer health instruction 
well, poorly, or not at all is in most states a local matter. To employ a 
physician, to organize special education for the handicapped, to install 
adequate lighting and sanitary facilities—these are local problems 
mainly. School health and physical education is well or poorly done 
according to the extent to which local school, health, and municipal 
authorities exercise their prerogatives under the law. The responsibility 
falls heaviest upon the local superintendent of schools. The quality of 
the health program in the school reflects his professional attitude 
toward and skill in developing adequate programs for the health of 
the children of his community. Others share with him but leadership 
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can and should come from the chief administrator as he works within 
the framework of law and standards which his state and board have 
established. 


DISTRIBUTION OF COSTS 


It has been said many times that the American people will have the 
kind of medical care they are willing to organize and pay for. The 
implications of all such sweeping statements must be examined to 
find the hidden danger. Surely in this one there is an implication of 
oversight of the specialist—the medically trained who, because of his 
experience, knows a great deal about the way medical care can be 
best organized to get the best results from money which is paid by 
the public. There is nothing virtuously democratic about overlooking 
the expert in medical organization for the sake of providing any 
kind of medical care which seems to meet popular fancy at the 
moment. 

So it is with school health services and activities. Communities will 
have the activities they are willing to pay for. And yet, few activities 
related to the practice of medicine require the helpful hand of the 
expert more than does the development of these school services so 
needed by children. A community may, if it so pleases, cling to the 
ancient notion that the school is the place to train the mind and any 
effort to broaden its scope is foolish. If that point of view prevails 
there will be no health activities carried on and the toll in child health 
will be heavy. The community may believe, if it wishes, that any 
school health activity is an infringement upon the medical sphere and 
throws the school forthwith into the practice of medicine, in which it 
is professionally unprepared and ethically unsuited. Such a point of 
view prevails in many places and is developed in ignorance of 
enlightened medical and educational opinion. It also costs heavily in 
child health. 

The public can be brought around to and is slowly developing the 
understanding that school health services and activities need not be 
infringements upon the medical province as long as they are guided 
by the enlightened principles of codperative effort—as long as the 
experts from both medicine and education are allowed a voice in the 
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policies. Allow the unguided voice of an uninformed public opinion, 
or the prejudiced voice of a segment of either professional group, to 
predominate and school health programs will usually be missing en- 
tirely or be such that the ultimate beneficiary of them gathers little. 
There is room in today’s schools for neither extreme view: the school 
health activities need not be organized as “state medicine” nor need 
they be absent altogether for fear of infringement. The public will 
have, eventually, about the kind it wants, and the expert, the informed 
educator and physician, should take the leadership in forming up the 
program of the future. 


Sources of Support 


One of the very simple and yet potentially complex problems con- 
cerning school health programs is their financial support. Obviously, 
they must be paid for. It is out of the question to expect that they 
will be provided gratis by the medical, nursing, and other specializing 
personnel involved. It is rudimentary that the school organization must 
provide on its budget for the services and equipment which it uses 
in protecting and developing the health of the child. Whether such 
necessary funds actually come from the school tax money is another 
thing. In the last analysis it matters only that they be a part of the 
general funds of the school and that their expenditure be subject only 
to the control of the school authorities. It is seldom wise to have two 
official agencies spending money within the school program. Crossed 
purposes, duplication, and waste frequently result. Whatever funds are 
used and spent for school health should be subject finally oe 
irrevocably to the judgment of those in schools responsible for the 
program. 

The problem becomes complex when one considers the numerous 
Sources from which such funds may come. Not every dollar spent by 
schools has been raised by the local school tax. Some money has come 
from state and federal taxes and from more than one agency and 
bureau within the state and federal government. Some may have come 
from local, county, or state health funds. Some may have been pro- 
vided by a nonofficial agency and given to the schools for some spe- 
cific purpose. The following sources are apparent today: 
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l. FEDERAL ENACTMENTS 


The Congress has from time to time been asked to appropriate fed- 
eral money for school health purposes. The School Lunch Law is a 
case in point. In this instance states and communities are allowed 
to share in a matching plan the support of a lunch program for chil- 
dren whose need can be demonstrated. Other proposals have requested 
federal subsidy for local physical examinations and immunization pro- 
grams although they have not yet become law. As many as twenty or 
thirty bills related in some way to school health and physical educa- 
tion are presented to Congress each session, and although few of them 
ever are passed the trend seems to be toward federal subsidies for 
services on supervision. 


2. STATE LAWS 


Every state in the Union has some law or other pertaining to school 
health. Many states are rather fully provided with the legislation 
needed to operate a school health program in the community. Educa- 
tion equalization laws frequently provide money for employing 
health personnel, and other laws permit the community to spend its 
income on such programs and personnel as it deems wise. Some states 
have enacted legislation to provide money directly to communities for 
school health purposes. The current law in Pennsylvania is a case in 
point: 


Pennsylvania's present school health law requiring health examinations 
of school employees and pupils is definitely a public health act. It finances 
the cost of the medical and dental examination. It does not subsidize any 
school district. It applies to all children of school age in the Commonwealth 
regardless of where they attend school, whether public or private, and to 
those who are home bound. It also provides for the medical examination of 
all school teachers and school employees. The legislature has seen fit to 
designate the number of examinations that must be made during the 
school life of a child, by providing that pupils shall be examined while 
they are or should be members of grades one, three, five, seven, nine, and 
eleven. It also requires that teachers and school employees be examined 
at least once every two years... . 

It places the entire health program under the administration of the 
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superintendents of schools in areas under their supervision. . . . It places 
responsibility for financing of this special program on the Commonwealth 
through the Department of Health, and sets up a standard fee for the 
medical and dental examiners, in order to insure that a definite standard 
shall be adhered to... . 

This program, it should be noted, provides for medical and dental 
examination, and makes no provision for a follow up corrective program.?4 


8. BOARDS OF HEALTH 


Funds may be, in certain states, transferred outright from boards of 
health to boards of education for the support of specified health actiy- 
ities. Or, more commonly, such activities may be financed by the 
board of health. This situation requires a fine type of coöperation for 
efficient administration when public health personnel render service 
in the school or when public health money is spent in the school. The 
quality of service should be no less than if it were contracted for from 
private physicians. School authorities should not expect good service 
if they ask the local health officer to visit the school, perform fifty 
examinations an hour, immunize all the first-grade children who need 
immunization, and do any other thing necessary at the moment. Such 
services rendered by colleagues in the public welfare should be given 
well or not at all and the school should exercise its right to refuse any- 
thing less than the best. The health officer should decline to perform 
the perfunctory job sometimes asked of him, 


4. BOARDS OF EDUCATION 


In the last analysis most school health funds must originate in or be 
disbursed from local boards of education. The budgeting for disease 
control programs, special classes for the partially sighted, testing pro- 
grams, anything having to do with school health education must be 
done locally. Physicians and nurses must be paid for their work and 
will be listed as salaried employees of the board. Every element of a 
school health program must be approved and paid for ultimately by 
the board of education. That is why school administrators must know 


34H, W. Weest, M.D., “School Health Service,” Journal of School Health, 
April, 1946, p. 108. 
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a great deal about health education in order to supply the board with 
appropriate recommendations. 


5, AGENCY FUNDS 


A precedent has been set in recent years by such organizations as 
the National Tuberculosis Association, the Kellogg Foundation, and 
others in granting funds or providing services to schools. Books have 
been bought, salaries paid, indigents cared for, audiometers purchased, 
nursing and medical salaries paid, courses of study underwritten, 
scholarships provided by these organizations as they seek to improve 
the health of people through the medium of the school. Much of the 
pioneer work, the frontier development in school health education has 
been made possible by grants direct to local or state boards of educa- 
tion from these private agencies. The practice continues. School 
health educators should be familiar with such potential resources in 
their own communities. 


Costs in Salaries 


For other than teachers standard salary scales are generally not in 
vogue in school health education. School nurses, dental hygienists, and 
some others in larger centers may have fixed salaries, but generally 
speaking the salary costs for nonteaching personnel become a matter 
of offer and negotiation. The amount paid is in relation to the current 
supply and demand for such services. Nurses and physicians are best 
paid by annual contract in terms of a fair appraisal of the value of 
their time in relation to the services offered. 

How many specialists should be employed? The answer to that 
question is uncertain but it has a great bearing upon the total cost of 
a health program. Certainly one nurse to every 1500 elementary pupils, 
a standard sometimes given, is too high a ratio. One to every 1000 or 
less would be better. A psychologist on the same basis, a dental 
hygienist to every 2000, a nutritionist to every 1000, and a full or part- 
time dentist and physician, depending upon the scope and quality of 
work expected of them, would be not unreasonable standards. Costs 
can be figured only in terms of prevailing salaries. 
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Sick Leaves for Teachers 


The serious problem of sick leaves for teachers confronts most 
boards of education. It is basic to the morale of the teaching staff. 
What is an adequate arrangement to make for teachers who are ill 
during the school year? Can a system be devised which will neither 
penalize nor be abused by teachers? It would be well if teachers re- 
mained away from school when they have respiratory diseases or are 
otherwise seriously incapacitated. And yet, if such absences are costly 
to them in income many teachers will prefer to inflict themselves upon 
the children. If sick leave is financially attractive some malingerers 
will stay away longer than is their due. The American Association of 
School Administrators has this to say about the problem: 


Sick Leave—Although it is humanitarian to provide sick leave for school 
employes, the primary justification for a liberal sick-leave policy is the pro- 
tection and benefits that accrue to pupils, Without sick-leave provisions, 
classroom teachers and other employees who cannot afford to lose even one 
day’s salary may remain in school in direct contact with pupils when they 
are suffering from illness, A teacher who is ill cannot do a good job of teach- 
ing, and if the illness is contagious it is a direct hazard to the health of pupils. 

State laws creating minimum sick-leave plans ar becoming more and more 
numerous. Half the states now provide a minimum number of days of sick 
leave with pay. Many local school boards provide sick leave even though 
they are not required to do so and many grant additional leave beyond the 
states minimum requirement. In numerous school systems, however, sick- 
leave provisions still are totally lacking or are far from adequate. 

Where sick leave is authorized by state law or local regulations, the time 
allowed may vary from five to twenty days. Accumulated sick leave may 
vary from twenty to ninety days or more and school boards sometimes allow 
more than the stipulated number of accumulated sick-leave days to teachers 
who have rendered long and faithful service. Although a few employees 
probably take advantage of sick-leave provisions, the great majority fe oy 
avail themselves of the provisions as frequently as would be justifiable for 
both their own benefit and that of the pupils. 


Medical examinations before school employees return to work after being 


ill are a safeguard to both pupils and teachers. Compensation for periods of 
absence frequently depends upon presentation of a certificate issued by a 


physician—a practice that appears to be justifiable." 
25 Health in Schools, p. 61. 
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Equipment and Facilities 


To buy scales, tongue depressors, first-aid equipment, biologicals 
for immunization, and other equipment for health services and to 
provide books and laboratory equipment for instruction costs money. 
Such materials should be provided for on the school budget. Ordi- 
narily discounts are given to schools by supply houses. It is the ex- 
perience of many that best equipment is the best investment. Inferior 
quality equipment, like second-run sport goods, is in the end most 
costly because it depreciates so rapidly. Superintendents and prin- 
cipals should expect their health personnel to combine their requests 
into an annual asking budget with provisions made for replacement 
requisitions during the year. In that way all interests—instructional, 
nursing, medical, nutritional, and others—will see their requests in 
relation to others and better all-school planning will result. 


SELECTED READINGS 


On PROGRAM 


Brown, Maud A., “A Coordinated School Health Program,” American 
Journal of Public Health, November, 1944, p. 1148. 

Eastabrook, Marjorie, “A Coordinated School Community Health Program,” 
Bulletin of the National Association of Secondary School Principals, De- 
cember, 1945, p 57. 

Expert Committee on School Health Services, World Health Organization 
Technical Report Series, No. 30, Palais des Nations, Geneva, April, 1951. 

Hiscock, Ira V., Ways to Community Health Education, The Commonwealth 
Fund, New York, 1939, pp. 246-248. 

Kaessler, Henry W., “The School Health Advisory Council Which Works,” 
Journal of School Health, March, 1950, pp. 82485. 

National Education Association, Health in Schools, Twentieth Yearbook, 
American Association of School Administrators, Washington, The Asso- 
ciation, 1951. 

Priorities in Health Services for Children of School Age, Federal Security 
Agency, Washington. 

Rosenfield, Harry N., Liability for School Accidents. A Manual for Educa- 
tional Administrators and Teachers, Harper & Brothers, New York, 1940. 

Strang, Ruth, “Techniques of Counseling in Regard to Health Problems,” 
American Journal of Public Health, July, 1949. 


Administrative and Personnel Interrelationships 401 


Wishik, Samuel W., “Administrative Jurisdiction of the School Health 
Service,” American Journal of Public Health, July, 1951, p. 819. 


ON PERSONNEL 


American Public Health Association, “The Educational Qualifications of 
School Physicians,” American Journal of Public Health, September, 1944, 

Bureau of Health Education, Physician Participation in School Health Serv- 
ices, The American Medical Association, Chicago, 1950, 

Joint Committee on Health Problems in Education of the National Educa- 
tion Association and the American Medical Association, The Nurse in 
the School, National Education Association, Washington, 1940, (Under 
revision ) 

Schneider, Elsa, and McNeely, Simon A., Teachers Contribute to Health, 
Federal Security Agency, Washington, 1951. 

Sellery, C. Moreley, M.D., “Duties and Functions of the Health Coordinator 
at the Secondary Level,” Journal of School Health, December, 1946, pp. 
282-286. 

Smith, L. M., “A Survey of the Status of School Physicians,” Journal of 
School Health, June, 1951. 


14 te 


Relationships with Physical 
Education 


Se health education and physical education have often been 
thought of as one and the same thing. Actually, they do have many 
important similarities and yet there is enough difference between them 
to warrant recognition as two aspects of a total educational pro- 
gram. They share a common goal—the development of health—but 
physical education is concerned also with the cultivation of leisure 
skills and the social orientation of people so necessary in preserving 
the techniques of living in the democratic way. Only if the latter two 
are thought of as related to a very broad concept of health can the 
whole of the aim of physical education be thought of as health build- 
ing. Thus, in aim the two fields have something in common—health 
—and yet are divergent. 

In materials and technique they are more different than alike. Phys- 
ical education uses as its principal media of expression the games, 
sports, and dances of the race. Its ends are achieved by and through 
an immediate participation in the socially old movements, In school 
health education the media are the acquisition of knowledge about 
living healthfully and immediate participation in healthful prac- 
tice. The one uses almost exclusively motor expression and the be- 
havior reactions which come along with the movements as they are 
organized into a recognizable game or dance. The other relies mainly 
upon the acquisition of knowledge for current or later use and certain 
health activities now done for protection or development. The core 
of physical education is the skills of participation. Health education 
uses the knowledge of hygiene and the practices of living health- 
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fully. There is much in common but there are also important differ- 
ences. 

The differences should be well understood. Neither health education 
nor physical education should receive credit for the success of the 
other or get the blame for failures. There is plenty of reason for ade- 
quate praise of both for their respective accomplishments and some 
justification for criticism of each field as it fails to meet the needs of 
children. In a modern and fully developed educational program there 
is room for both to exist side by side, and in harmony, without serious 
infringement upon each other's province. 

For example, physical education has been held accountable for the 
seemingly alarming number of rejections of men under the Selective 
Service Act in the war of 1941—45. Critics have said that better results 
should have been forthcoming after twenty-five years of compulsory 
physical education in schools and colleges. Such criticism is unwar- 
ranted and illogical for the following reasons: (1) The occurrence of 
the vast majority of rejections (eyes, hearing, hernia, teeth, disease, 
illiteracy, psychological, nutritional, orthopedic) had nothing what- 
soever to do with a program of physical education. They would have 
existed with or without an activity program. (2) Those causes of re- 
jection could also be found in the same persons ten years earlier and 
failure to correct the correctible ones can be laid to the inadequacy of 
correlation between school appraisal services which might discover 
these things and home and community corrective or reparative efforts. 
(8) Many of these disabilities are the by-products of imperfect genetic 
matching and would appear under any circumstances short of com- 
plete and arbitrary mating on a genetically scientific basis. (4) The 
methods used to discover disabilities in this past war were more 
searching than in former wars; hence, more handicaps were found. 
(5) Where musculoskeletal disabilities were found, particularly mus- 
cular weakness, there may be some liability on the part of physical 
education. But until the school organization permits an hour of EEN 
ity every day throughout the twelve years of school life (in a it i 
shown by the U.S. Office of Education that less than half t e peop e 
in the twelfth grades throughout the nation had any P F “ae 
tion), one can hardly hold physical education accountab e as a bul- 
wark against the softening influence of a machine age. "Nee es 

On the other hand, the program of play and sports has infinite a 
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unexplored possibilities in the area of mental and social development, 
Its potential effect upon muscular strength is obvious. In the psycho- 
logical and social field the contribution is real but as yet unexplored 
and uncharted. These latter contributions of physical education may, 
in time to come, be seen as of greater significance by far than the 
effect on organic development, important though that is. 

To be fair about it, school health education must be recognized for 
its contribution to growth and development through the extension of 
its services and its instruction. No one, particularly no one in physical 
education, should assume that muscular strength or skill alone is suffi- 
cient to produce an abundance of good health. Those who seek a 
“physical fitness” only through the activities of the gymnasium and 
playfield are not only chasing an elusive and nonexistent rainbow but 
ascribing far too much glory to the benefits of muscular exercise. As 
has been said, there is no such thing as “physical” fitness, and if there 
were, muscular development alone would not produce it. The other 
aspects of living—nutritional, psychological, sex adjustment, immuni- 
ties—have an even greater bearing when taken in the aggregate than 
does the muscular strength which may be produced from a program 
of physical education. 

If, however, school health education is not well developed, if there 
is no physician serving the school, no appraisal program, no disease 
control or emergency care plan, no instruction in healthful living, no 
coérdination with community services in health, then school health 
education is severely deficient and the children are profiting only from 
whatever sport program there may be developed in the school. 

Thus it may be seen that, although alike in some respects, the media 
and techniques of the two fields are different. There is no justification 
for the development of one at the cost of the other. Both are of great 
significance in child life, 

In personnel, the two fields have much in common, There has not 
yet appeared a very large professional group devoted to school health 
instruction and known as school health educators. There are history 
teachers, chemistry teachers, biological scientists, but no large group 
of health teachers. Aside from the important group of physicians and 
nurses now in the school health field the development of school health 
education, particularly the instructional phases of it, has been the 
responsibility of the physical education personnel. Speaking figura- 
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tively, when school administrators, early in this century, looked around 
for personnel to develop school health education programs of instruc- 
tion and service, they found a very limited number of physicians and 
nurses available but in nearly every school there was someone teaching 
physical education. He became the person, whether he was prepared 
or not, to develop as much of school health education as he could. The 
result of this alliance has been a widespread although qualitatively 
spotty development of health education in schools and colleges. 

Today hundreds of colleges and universities prepare physical edu- 
cation teachers in health education and physical education. They are 
striving to meet the demand from schools in health education and until 
the time comes when there will be a specially prepared personnel in 
school health education supplemented by an adequate supply of 
school physicians and nurses, home economists and biologists, psy- 
chologists and dentists, the physical education teacher will have to 
remain in the “carrying” position. His opportunity is great; ordinarily 
his enthusiasm is adequate; his training for school health education 
could be improved. 

Health education and physical education use, then, in more in- 
stances than not, the same personnel. Physicians make good contribu- 
tions to both fields, as do nurses. Teachers are needed in both and 
physical education teachers can be, if they will, competent workmen 
in health education as well as in physical education. The latter should, 
perhaps, be known as teachers of school health and physical educa- 
tion. There is no organic reason why programs of health instruction, 
health service, and physical education cannot be wholly developed 
and integrated in harmonious relationship for the ultimate good of the 
student. Neither personal differences nor professional jealousies should 
be allowed to interfere with such a development. 


PHYSICAL EDUCATION AND HEALTH 


The possibilities and limitations of a school program of ae 
education in regard to personal health should be well understoo j 
Because of the great popularity of modern physical aen Te gan 
ticularly the intramural and interschool athletic programs, ee aed 
an exceptional opportunity to make a contribution to the hea : o 
the participants—and, of course, an equal opportunity to detract from 
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it, Whether the activity program is an asset or a liability depends 
upon its administration. The adult in charge, the principal, super- 
intendent, physical education teacher, coach, medical adviser—these 
are the ones in the key positions who can make of physical education, 
including athletics, a fine experience for growth and development or 
an experience of harm. 

Fundamentally, physical education is a multi-objective field. The 
entire complex organization of varied activities seeks (1) to contribute 
to the social orientation of children, (2) to contribute to psychological 
integration, and (3) to contribute to organic strength and power. In 
a broad sense the attainment of all of these objectives would have a 
bearing upon the health of the individual. Certainly a program which, 
mindful of its first objective, seeks harmony between persons and 
groups, seeks to teach the techniques of intragroup behavior as basic 
to living successfully in a democracy, or strives to give meaning to the 
basic common concepts of fair play and honesty has a bearing on 
health. Or, in quest of its second objective, if it seeks through play 
activities to provide each child with experience of success, of identi- 
fication with a group, of extroversion and objectiveness, or to assure 
the elemental pleasures of fun and deep-rooted satisfactions which 
come from being active kinesthetically, then physical education basi- 
cally comes even closer to an attainable relationship with health. Its 
third objective, organic strength and power, is, of course, clearly basic 
to health. The attainment of these is a matter of program building, 
administrative and teaching practice, and personnel relationships. 


Program Building for Health 


Experience is showing that the best results in terms of the health 
of participants will accrue if; 


1. All students in school and college receive instruction every year 
in physical education activities, 

2. Students are provided a wide variety of activities chosen in rela- 
tion to the age, sex, and need of the students, ranging through the 
entire gamut of rhythms, games, aquatics, sports, stunts, camping, 
and outdoor activities, and not limited to a few overly popular 
ones like basketball and football. 
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3. Students are classified for participation by using a medical exam- 
ination (or its best substitute) as a means of selection. 

4. A program of emergency and accident care is in operation at all 
times. 

5. Highly competitive sport (e.g interscholastic athletics) is re- 
served for boys and girls of the upper four years of secondary 
school and is not superimposed upon younger children whose or- 
ganic development and emotional maturity are incapable of car- 
rying the burden of a competitive season successfully. 

6. Boxing is restricted to instruction only and head blows and bouts 
are eliminated in the school program. 

7. The best of training and conditioning practices are used for the 
interschool and intramural competitive leagues. 

8. Injured players receive early and adequate medical care. 

9. Participation during menstruation is limited to those who are ap- 
proved for it medically. 

10. The atmosphere of the physical education class is one of pleasure 
rather than grimness, creative expression rather than imitation, 
objectivity rather than inward subjectivity and introversion, suc- 
cess rather than failure, informality rather than formal discipline, 
“like” rather than “dislike.” If children enjoy and look forward to 
their physical education period rather than try to avoid “taking 
gym,” health values have a greater chance of development. 


Teaching Practice 


Ina curricular sense there may be a high correlation between physi- 
cal education and health education. The physical education teacher 
is confronted on all sides with an opportunity to teach hygiene, and a 
student could not attend a single physical education class without 
having some experience bearing upon his health. The important thing 
for the teacher to secure is the best in correlation and experience. Cor- 
relation opportunities 1 appear in the following areas: 


l. The development of intelligent practice and understandings con- 
cerning infection, cleanliness, bathing, clothing. 
rogram to the 


i ion P 
* Adapted from The Contribution of the P hysical Education i- 
Health Edein at University School, The Ohio State University, Dept. of Uni 


versity Schools, 1946. 


408 School Health Education 


2. The development of an understanding of the need for and skill in 
physical activity as a means of developing organic and psycholog- 
ical strengths, 

8. The experience of understanding competent medical practice and 
first-aid care, 

4. An understanding of safety practice and precaution. 

5. Experience in emotional control, control of temper and language, 
and self-direction in the expenditure of enthusiasms and energy. 

6. An understanding of the need and time for rest, the origins of 
fatigue, relation to infection. 

7. An understanding of diet, conditioning, fads and fallacies in ath- 
letic training, 

8. A comprehension of the existence and meaning of individual dif- 
ferences in endocrine, cardiac, and other organic functions. 

9. Experience in the psychological states of achievement, failure, 
envy, unselfishness, gratitude, sharing, identification, personal 
appraisal, independence, security, and self-reliance. 

10. Experience and understanding of the sex role in life including sex 
differences, boy-girl relationships, shared interests. 

1L An appreciation of play and recreation in life, the value of win- 
ning, the lasting values, the continuous participation in recrea- 
tional activities, self-imposed limitations. 


These elements are teachable both by discussion and by laboratory 
experience. Their achievement would illustrate a high correlation be- 
tween health education and physical education. 


Personnel Relationships 


The physical education teacher, often the inspiration and the cat- 
alyst of a school health and physical education program, must be 
extraordinarily observant of the prerogatives of others and the limita- 
tions of his own training and abilities. To work successfully within 
the complex structure which is school health education requires pa- 
tience, tact, and modesty, and the physical education teacher must 
cultivate these in good measure. The public is likely to think of the 
physical education teacher who is “the coach of the team” as the prin- 
cipal figure in the health program. Athletics loom large in the public 
eye and thus there may be some distortion of value between physical 
education and health education. To avoid this all concerned must 
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work in clear relationships with complete and frank understandings 
and, above all, with mutual respect. 


To achieve this harmony in relationships the physical education 


teacher should: 


1. 


2. 


1. 


- Make the periodic examinations of 


Under no circumstances make a diagnosis of a disease, ailment, or 
injury. 

Never usurp any function of therapy or treatment normally belong- 
ing to physicians. 

Acknowledge that in matters pertaining to the participation of the 
disabled or handicapped in specific activities the medical judgment 
is the better and final one. 

Abandon all pretense of mass corrective exercises given without 
benefit of a differential diagnosis on individual cases, and realize © 
that such “shotgun” corrective techniques are outmoded and 
unscientific. 


. Abide strictly by properly constituted medical judgment in regard 


to the participation of athletes in interschool sport. 


. Never seek to play one physician against another for the sake of 


making a player eligible to play because of a difference of opinion. 
The authority for determining eligibility as it relates to condition 
should be vested in one person:and the judgment of that person 
made inviolable. 


Likewise, and in return, the physician should: 


Familiarize himself entirely with the purposes and nature of the 
physical education program and understand its flexibility as regards 
adaptations to individual needs. 


. Suggest no permanent “excuses” from physical education but refer 


the handicapped student with, if need be, a recommendation for 
temporary inactivity and recommendation as to the kind of activ- 
ity the pupil-patient might successfully undertake. 


. Serve as a consultant on the scientific accuracy of teaching materi- 


als in health instruction but not as a determiner of technique of 
presentation or curriculum organization unless particularly quali- 


fied to do so. 
fake tbel pe children for physical education 


or for athletic competition experiences of worth and examples of 


the best in medical appraisal. 
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5. Coéperate fully with educational personnel in the development of 
the school health program, resisting temptations to remain aloof 
and above such necessary codperative planning, 


CLASSIFICATION FOR PHYSICAL EDUCATION 
INCLUDING ATHLETICS 


A modern program of physical education seeks as much individual- 
ization of its instruction as it can reasonably attain in the local situa- 
tion. It recognizes that, ideally, the best program would organize 
groups only after the individual needs, capacities, sex, and condition 
are known. Modern physical education abhors mass handling of 
students. It has moved away from the nineteenth-century practice of 
large classes, impersonal drillmasters, and the “rough and tough” 
theory of vigorous sport for all regardless of individual differences. 
The first screen in the effort to individualize the program is the physi- 
cal examination (and the seasonal examination for athletes). No mod- 
ern teacher of physical education wants to organize and conduct his 
program without some knowledge of the psychological and organic 
States of the students. No classroom teacher should be expected to 
teach physical education or conduct the play period in ignorance of 
whatever organic or psychological states there are which would have a 
bearing upon the behavior or skill of the pupils. 

Hence, the first screen or appraisal, the first instrument by which 
placement is made in modern physical education (including athletics), 
is the examination. From that appraisal students may go (1) to the 
elective program, (2) to the normal program of instruction, (3) to 
the program of individual or adapted physical education where lim- 
ited, restricted, or corrective activities may be applied in relation to 
the nature and need of the student. At this point the interchange of 
ideas and recommendations between physical education teacher and 
physician reaches a peak. Each must be aware of the other’s program 
and point of view. The day of wholesale excuses from physical edu- 
cation has passed, and physicians should recommend the type of 
activity best suited to the individual child knowing that an imaginative 
and competent physical education teacher will find something worth 
while for every child regardless of his handicap. 
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For it must be realized that the social, psychological, and organic 
values of a well-conducted program of physical education are as much 
the right of the blind, crippled, and maladjusted as they are the heri- 
tage of the superb athlete. The victim of poliomyelitis who can find a 
new world in swimming, the amputee who can forget his disability 
on the golf course, the pituitary victim known as “Fatty” who can 
gain status by being a manager or squad leader, and the blind child 
who can live less in darkness by being accepted as a player—these are 
persons at every level of education whom physical education cannot 
overlook. They must not be “excused.” They must be planned for, 
worked with, and extended a physical education geared to their po- 
tentialities. The health value of such development is unmistakable. 
The conference of physician (school or family), parent, physical edu- 
cation teacher, and teacher which brings about selection of such activ- 
ities as are fitting is one of the important professional conferences in 
school health education. 


HEALTH PERMITS FOR COMPETITIVE SPORT 


The tremendous popularity of intramural but more particularly in- 
terscholastic sport makes the supervision of the health of the partici- 
pants signally important. Safe fields, pools, and gymnasiums must be 
provided, equipment must be protective, accident and injury provi- 
sions must be made, and players must enter the contests in an ap- 
proved state of physical condition. To achieve all the foregoing 
requires coördinated effort and intelligent planning and adminis- 
tration. $ 

Players to be approved for participation should be examined sea- 
sonally by a medical doctor. A record of acceptance for play at the 
time of the examination should be on file in the school office. Consen- 
sus as to what standards athletes (boys and girls) must meet seems 
to include the following: ? 


2 For detailed standards on physical fitness of boys and girls for athletic com- 
petition the reader is pet (a) local standards of outstanding school or 
college programs; (b) the “Report of Committees on Standards of Physical F; ad 
for Students (Boys) Who Engage in Competitive Athletics, Journal oF HR 
Health, March, 1943, p. 57; (c) a similar article for girls in ibid., Apri e 3, 
p. 88; and (d) Chapter 9 of Health in Schools, Twentieth Yearbook of the Ameri- 
can Association of School Administrators, 1951. 
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1. No acute infection, 

2. No infection of eyes, and playing permitted only if free from a 
handicapping vision defect. 

8. No infectious discharge of the ears, 

4, No oral, nasal, or sinus cystic condition. 

5. No organic heart or other detrimental condition. 

6. No tuberculosis or pleurisy within one year. 

7. No asthma within six months and no recent frequent bronchitis, 

8. No endangering structural (posture ) deformity. 

9. No hernia or nephritis, 

0. No nervous or psychological condition judged detrimental for 
playing, 

1l. No disordered menses, 

12. Post-operation condition, if any, judged safe by operating phy- 
sician. 


paper. The foregoing standards are best used as guides, and physicians 
will recognize how imperative it is to interpret the suggestions in 
terms of the conditions as found in the athlete, 

The administration of such judgments on eligibility for play may 
be made somewhat more definite as follows: 

LAIT parental approval is obtained for interscholastic play (and 
many schools believe this is wise), it should be recognized that this in 
no way, morally or legally, absolves the school from its responsibility 
sion, safe transportation, and a healthful 
environment for players, Much false Security is found in these parental 
permissions. They really mean little more than that the parent knows 
the student is playing. Liability for injury remains the same in the 
event injury results from professional negligence on the part of school 
personnel. 

2. If there is no Physician serving the school for athletic examina- 
tions, the school should seek the aid of family (local) physicians in 
examining all athletes Seasonally and reporting their findings and 
Fecommendations on a standard school form to be filed in the school 
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office. The school personnel, in conference with representative local 
physicians (perhaps those on the health council), should determine 
the kind of examination to be judged adequate for the purpose, and 
all physicians examining athletes should do no less than the minimum 
examination requested. If the family physician, under this arrange- 
ment, judges an athlete unacceptable for competition he or she should 
not be played under any circumstances. If an athlete about whose 
health there is some doubt in the minds of school personnel is judged 
acceptable by the family physician, it must be remembered that the 
responsibility for the decision to play or not to play remains still with 
school personnel. 

3. If a physician is employed to serve the school program he should 
be expected to exercise final judgment in all cases of athletic eligibility 
relating to health. All school personnel should abide by his judgment. 
His responsible position should be known throughout the school sys- 
tem and the community. If the seasonal examination is performed by 
family physicians the school doctor should review the records or re- 
ports and in case of disagreement should make the effort to confer 
with the family physician to determine the source of their disagree- 
ment. Pending such conference the athlete should not play. If the 
physicians are unable to agree on their interpretation of the health 
status of the athlete the judgment of the school physician must be 
taken as final. 

4. Physical education teachers (coaches) should have access to 
medical advice at any time throughout the season for review of any 
case. Such teachers should be alert to any deterioration in the condi- 
tion of their athletes and should not hesitate to seek the facts. All 
athletes “out” because of illness or injury should be checked medi- 
cally before being allowed to resume play. i ' 

In a helpful article entitled “Examination and Evaluation of High 
School Athletes” Dr. Thomas E. Shaffer has described the condition 
under which judgment should be formed concerning eligibility for 
play. Excerpts of that article are reproduced here for their obvious 
value to all coaches, administrators, and physicians: 

i r in mind the health 

The examiner should be thorough ae Leen PE oes 


problems which are most apt to occur s : : í 
jectives are (a) discovery of symptoms or sigas which require diagnostic 
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study and (b) disclosure of characteristics which would help the coach and 
other teachers to understand the pupil better, For many youngsters, this 
examination is the only one they will have for many years, and it would be 
short-sighted indeed to limit the appraisal only to organs or body systems 
which are affected by physical exertion. 

Valid conclusions cannot be drawn from a physical examination unless 
there is also a health history to increase its meaning. A lengthy account of 
medical minutiae is not required. A brief questionnaire to disclose past hap- 
penings would be sufficient, for these events can be amplified during the 
interview... . 

There are some procedures which are especially meaningful in the exami- 
nation of athletes. One of these is appraisal of vision. . . . 

Unquestionably, hearing should be tested, preferably by a puretone au- 
diometer. . . . 

Routine examination should include pulse rate and blood pressure when 
the subject is resting, palpation of the cardiac apex impulse, and the femoral 
pulses, and diligent search for cardiac murmurs, Many murmurs are incon- 
stant as the patient changes from sitting to supine to lateral-prone positions. 
The latter position is favored to make significant murmurs more evident. . . . 

In general, it may be said that systolic murmurs limited to the base of 
the heart are probably insignificant when there is no history suggesting 
rheumatic fever, congenital heart abnormality, or systemic disease (anemia) 
known to cause this type of murmur. . , , 

Murmurs in diastole are always suspected as possible signs of organic 
disease and demand careful diagnostic examination. . . . 

Competitive athletics do not allow for voluntary rest periods, and, with 
the possible exception of baseball, are not recommended for individuals with 
structural heart abnormalities. . . . 

There is a difference among healthy individuals, however, in their ability 
to recover after exercise, This is a capacity which can be improved by “con- 
ditioning.” The examination of athletes is incomplete unless a test to de- 
termine their “recoverability” from hard exercise is used. . . . 

Examination for hernia, hydrocele, and undescended testis are necessary, 
and require only brief comment. The existence of any type of hernia pre- 
cludes athletic activity, although one might argue that a hernia would never 
be as vulnerable to injury as the head, face and joints. . . . 

Large hydroceles disqualify for strenuous exercise and contact activities, 
and an undescended testis which rests in the inguinal canal is obviously 
vulnerable. . . , 

Fractures, sprains, and dislocations comprise most of the injuries in 
athletics. Adolescents are especially susceptible because the epiphyses of 
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their bones are not fused to the shaft and their muscles and ligaments are 
relatively weak. Special attention should thus be directed to the bones, 
joints, and muscles. Muscle atrophy and limitation of movement should be 
looked for as well as areas of tenderness around joints. One should observe 
posture while the subject is in motion, and the gait should be studied. One 
of the common crippling disorders of adolescence is slipping of the femoral 
epiphysis, which could be suspected only from an unexplained limp. . . « 

Weight and height measurements, urinalysis and a tuberculin test should 
be included in the examination of all adolescents and the athlete is no 
exception. ... 

Active immunization against tetanus is especially advisable because of 
the unusual exposure to injury. . . « 

There is a factor of readiness which applies especially to adolescents. All 
aspects of growth and development never proceed at the same rate, but in 
the spurt which precedes and takes place in puberty they are completely 
disorganized. Chronological age is not a reliable index of physiological 
development. The former is the basis for classification in schools and the 
latter is the essence of grouping in athletics. Just as the “step-test” is a means 
of determining readiness for strenuous exercise, so we would like to have a 
tool for appraising readiness to participate in competition with others of the 
same age. There is no similarly reliable measure of physiological maturity, 
however... . waded 

The physician’s function is not discharged by the pre-training examination. 
Every illness, injury, and referral by the coach requires a re-examination and 
re-evaluation. It is particularly important to keep in mind that recovery from 
illness or injury is not sufficient for return to competition. There is the 
important factor of “condition” or ability to recover from strenuous activity, 
which had to be developed in the first place and usually is lost when exercise 
is curtailed. Condition is not a requirement for becoming a member of the 
squad, but it is demanded by competition. . - - jila f 

Unwarranted restrictions on activity, based on unconfirmed suspicions 0 
impaired health, may seriously harm a youth's personality by pipine fears 
and feelings of inferiority. Accurate diagnosis, not usually obtainable in a 
school, is as important to the child who turns out to be healthy as it is to 
the one who actually needs medical supervision. . - 3 


IN THE ABSENCE OF A PHYSICIAN 


Roughly 70 percent of high-school graduates come from schools 
offering programs of physical education which had no medical exam- 


° Thomas E. Shaffer, in the Journal of School Health, February, 1951, p. 51. 
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ination at their beginning. It would be judged that less than half the 
schools employ the services of a physician. Unless arrangements are 
worked out with local or family practitioners much of the foregoing 
relationship between health education and physical education is in- 
operative, In the rural and small village areas as well as in some of the 
more lethargic city systems physicians either are unavailable, are dis- 
interested, or have not been invited to serve the school. In this very 
realistic position the physical education teacher must choose between 
three alternatives: give up the program of sports entirely, carry it on 
with no regard whatsoever for the health conditions of the pupils, or 
develop a plan of screening by history-taking and observation which 
he, himself, can use with some good effect. The latter is an entirely 
feasible alternative. Hixson 4 has devised a screen of three parts—a 
personal history, a physical inspection check sheet, and an observation 
check sheet. By using this screen the physical education teacher may 
do very well in choosing those students who should be limited in 
their physical education, made ineligible for athletic competition, and 
referred to family or local physicians for examination and report. No 
Suggestion is given that this screen is equivalent in effectiveness to or 
should take the place of an examination by a physician, but where 
medical assistance is not at hand some such carefully designed screen 
should be used. 
The procedure suggested by Hixson includes in brief: 


1. Advisement of local physicians that screen will be used—not as 
diagnostic instrument but to find referrals, 

2. Distribution of personal history record to all students for filling in 
at home and returning to school. 

8. Review of all personal histories and segregation of all cases where 
history shows a condition contraindicating physical education and 
athletic competition. 

4. Observation of all students for detection of any deviations from 
normal not otherwise shown on history record. 

5. From history and observation, referral of all suspicious cases to 
available physicians for judgment. 


“CG. G. Hixson, “A Method of Screening Boys for Physical Education in the 
Absence of a Physical Examination,” The Dept. of Physical Education, The Ohio 
State University, 1947; see Appendix A. 
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6, The physical education teacher should remain alert for all devia- 
tions from normal behavior, and where signs of undue fatigue or 
other deviations appear the student should at once be placed on 
the referral, and restricted or ineligible, list. 


The key to this plan is the personal history check list and observa- 
tion form which provide the information to the teacher. They are 
both found, with permission of the author, in the Appendix. 


SUMMARY 


Thus, the relationships between school health education and physi- 
cal education are drawn. They are at once alike and different in their 
program and techniques. In ultimate objective they are the same, in 
personnel they share, The two fields should be developed in harmony 
with each other. Abuses and inadequacies in both should be eliminated 
and an integrated program of health and physical education brought 
to maturity. 
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School and Community 


Relationships 


PROGRAM of school health education can never wisely develop 

in isolation from individuals and groups in the community. The 
nature of the health problems of childhood, the traditional and ac- 
cepted concept of family responsibility for the health of children, and 
the function of the physician and dentist in society make it altogether 
desirable that whatever efforts are expended by the ‘school toward 
improving health be made in coérdination with other community in- 
fluences. The school, when it is best conceived, is a part of the com- 
munity anyway. It cannot help but be concerned about and related to 
the factors in the community which bear upon the health of people. 
Only the outworn notion that the school is a classical, cloistered, and 
superior institution removed from the workaday problems of commu- 
nity life would justify a health program constructed without reference 
to persons and agencies elsewhere who are concerned about child 
health or the school. 

Educators now understand that a great curse remains upon schools 
as long as the public thinks of school and college life asa happy 
Period of innocent learning unrelated to realities of life “out of school. 
Modern schools break down this distinction—“going to school” be- 
comes an experience in community living, and school life becomes 
filled with problems which are real, which have come from life as it 
is being lived in the nation. JAT 5 

The school health program, thus, deals realistically with aS 
the health of its constituents. It discovers the needs of childhood and 
institutes procedures within or outside the school which are necessary 
to meet those needs. In so doing the school rubs elbows with parents, 
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private physicians and dentists, private and public health agencies, the 
worlds of commerce and politics, and with those who for various rea- 
sons oppose scientific health procedures. Such interrelationships could 
and sometimes do become confusing. 

Once a school or school system decides that it must “do something” 
about the health of its children, it becomes committed to a planned 
development of interrelationship with persons and agencies from which 
there is no turning back. Generally speaking it is in localities where 
this interrelationship has been explored and used to the fullest that 
the most intelligent and productive school health programs are found. 
That school which is concerned about its “public relations” and wants 
to gear its program as perfectly as possible into a position of leader- 
ship within the community will find such efforts rewarding in terms 
of better school programs. It is entirely possible to be responsive to 
local customs and local policies and yet lead the way to improved 
health conditions and health practices. 


RELATIONS TO PARENTS 


The home-school relationship should be the closest of all. Through 
every known device the parents should be encouraged to take their 
crucial part in improving the health status and the health practices 
of their children. As stated in Suggested School Health Policies: 


Parents should also be specifically acquainted with the health needs of 
their children as revealed in school health records. Thus the family can 
seek needed medical care, plan diet changes, make alterations in daily 
routine, and take any other necessary steps at home and in the community 
for the health improvement of the child. To this end the school should 
regularly report to parents on the child’s health status and make immediate 
notification of serious deviations. Whenever necessary, parents should be 
invited to come to the school at a stated time to discuss their child’s health 
needs with the school medical advisor, nurse, teacher, or other qualified 
health service personnel. Such conferences should be considered part of 
the normal working load of the school staff and time for them budgeted. If 
the parents do not come to the school, the school nurse or a teacher should 
visit them to interpret the child’s urgent health needs.1 

* National Committee on School Health Policies of the National Conference for 


Cooperation in School Health, Suggested School Health Policies, Health Educa- 
tion Council, 2nd ed., 1946, p- 29. 


School and Community Relationships 421 


Parents should be given a chance to express themselves concerning 
any phase of the school health program. Parent study groups on prob- 
lems of child health can be organized. The parent-teacher group can 
devote time to studying improvements in school health education. 
The program can become the subject of public forum and debate. For 
without parental action or hampered by parental apathy or distrust, not 
much can be done for the individual students in need of assistance. It 
must be clear to parents that the interest of the school in the health 
of children is a valid one—for educational as well as developmental 
and protective purposes—and that the school is prepared to go far in 
serving its objectives in health education. 

Many parents, for reasons of indigence, neglect, or ignorance, are 
unable or unwilling to play their part in the plans outlined to improve 
their children’s health. In such instances, the school is justified in 
going to lengths to mobilize community resources in aid to the indi- 
gent and in dealing with the courts when child health is being will- 
fully neglected or jeopardized. Mindful of its limitations, the school 
itself cannot supply or perform medical aid; it is in no position to 
enforce the selection of a physician; it cannot, in many states, enforce 
vaccination. It can, however, play its part in making medical aid avail- 
able, it can help parents choose physicians and dentists, and it can 
establish vaccination and other protective measures as conditions of 
entrance in order to protect the school population. ; 

Basic to any intelligent relationships with parents is the need for 
keeping them informed of school policies and action. Parents cannot 
be expected to react with very much interest or to be very helpful if 
they do not know what the program of the school is or the principles 
upon which it is based. Parents are naturally concerned about the 
welfare of their own children and when the schools deal in any way 
with the health of these children the parents want to know all about it. 

For those reasons the schools should develop a plan for getting 
information to parents. Occasional announcements in parent En 
are not enough, Bulletins should be issued periodically, policies s if i 
be stated in writing, and each household should have a copy. *u 
Notice should be given of every move in the health education ad 
The parents should have full access to information about nis “8 
as athletic insurance, policies for dealing with injuries incurre il 
School auspices, emergency and accident care, immunization requ 


422 School Health Education 


ments and program, the purpose and nature of the physical examina- 
tion programs, vision and hearing testing, policies regarding exclu- 
sion, absences and readmission for illness, and the functions of all 
personnel in school relating to the health of children. 

Perhaps future years will see even more fruitful relationships be- 
tween schools and parents than are now practical in the best places. 
Some day the school may become a great community center where 
families gather for social purposes and at the same time participate in 
those activities which make for healthful living. Precedent for this is 
set in many current institutions like YMCA’s, YWCA’s, Turnvereins. 
It finds complete expression in an English effort which, although not 
centering in a school, nevertheless indicates how a well-planned school 
could be used for healthful family living: 


+ » » The new center, built to service 2,000 families, was opened in 1935. 
It offered consultative services as before, but in addition it provided the 
facilities for the exercise of the physical, mental, and social capacities so 
necessary for health. It was a physical structure of steel and concrete, but 
more important it was a social structure based upon a new unit... . 

The plan of action was patterned after a family club, with periodic health 
overhauls for all members and with the various auxiliary services for infants, 
children, and parents. . . . The Peckham community had been selected 
because it was an average community, and yet 90 per cent of the individuals 
(3,911 had been examined) were not healthy. . . . In the center of the 
building was a 85-by-75 foot swimming pool, visible from each floor 
through a continuous band of glass. On the ground floor were the nursery, 
gymnasium, playground, theater, storerooms, and service rooms. The second 
floor housed the main recreation and dance floor, the cafeteria, and several 
small activity rooms. On the third floor were the laboratories and consulta- 
tion rooms, a recreation room, work room, band room, and committee room. 
The building was properly insulated and soundproofed. Most of the facilities 
were designed for self-service. 

At different times of the day one may see children in the nursery, waders 
in the pool, toddlers on the swings and slides, and any one or several of 
the following activities in progress: sewing, handicraft, games, bicycling, 
keep-fit classes, swimming, billiards, dancing, band, drama, chess, public 
speaking, tap dancing, boxing, tumbling, roller skating, parties, hiking, 
luncheon in the cafeteria, and study groups. More recently the center has 
acquired a farm and camp which provide many week-end activities in the 
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open. The center often accommodates 1,200 persons on Saturday nights. 
It is open from 2 to 10 p.m, daily except Sunday... . 

All the activity within the center is voluntary and spontaneous, There is 
no center hostess, no one to make introductions, very little programming, 
no herding, coaxing, or guiding to action. Earlier attempts at promotion 
have been abandoned, . . . This is the reason for membership on the family 
basis, the unit of living. In the presence of a vertical age grouping, where 
youth is surrounded by every stage of maturity and every degree of skill, 
there are present and natural incentives to development. The children are 
growing up in families which are expanding their physical, social, and 
intellectual contacts because of the activities of the center. As the parents 
penetrate the active society which surrounds them and the child shares their 
experiences, his confidence expands and he reaches for new forms of activity. 
This can only come about where the young are in contact with a society 
which includes people of varying degrees of maturity, possessing varying 
degrees of accomplishment. . . . 

The Peckham Center is the only one of its kind in the world. It is not 
an assemblage of clinics and social workers; it is a center in the community 
from which the family, the living cell of society, can be sustained in its 
growth and development.? 


An experiment like this would not be out of the question for Amer- 
ican communities. There are many school buildings now which could 
be immediately used for such purposes. The buildings of the future 
should surely be planned with such things in mind. If schools are 
interested in people’s health then school personnel should fully cor- 
relate their efforts with those of interested citizens to bring opportuni- 
ties for living healthfully closer home. 


RELATIONS TO PHYSICIANS, DENTISTS, AND 
THEIR SOCIETIES 


There is a reciprocal relationship possible between the school Sm 
program and private physicians, dentists, and medical and ae 
Societies. Fully developed, such a relationship would enhance a 
position and program of all concerned. It has taken many you a 
bring about a mutual understanding between the educator and the 


ment, Yale University 


? Innes Pearse and Lucy Crocker, The ee ay Genie 1947, p. 232. 


Press, 1945. Reviewed by D. M. Hall in Research Quarterly, 
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physician and dentist. The following suggestions are made with the 
idea of deepening that understanding in communities: 

1. Schools should invite local physicians and dentists to serve on 
school health committees and on health councils in city systems. They 
should share in the planning and problem solving which occupies the 
time of such councils. 

2. Representatives of medical and dental societies should also have 
places on school health councils, and the societies, on both local and 
state levels, should have school health committees to study develop- 
ments in school health education and to keep the membership in- 
formed of trends. 

8. It is as important for the school to codperate in the program of 
the medical and dental societies as it is for the societies to support 
the efforts of the school. The latter could well supply its students with 
Opportunities to study current problems of medical and dental care, 
could well acquaint its students with the programs of the local and 
state societies. The majority of local medical and dental societies have 
standing committees on school health education. These committees 
could be used as the liaison between the society and the school. In 
view of the fact that these professional societies and their national 
organizations are significant in the national scene their policies and 
activities should be known to schools. A study of the American Dental 
Association, the American Medical Association, the American Public 
Health Association, and all other professional agencies dealing with 
the health of people could well become not only a study for health 
council personnel but a unit of work in the health instruction of high- 
school and college students, 

4. Schools and medical societies should coéperate in supplying to 
indigent people or to those who have never selected a family physician 
a panel of names from which to pick when the need arises. 

5. Where no physician serves the school and, thus, no adequate 
program of classification or appraisal is established, schools should 
confer with local physicians to determine whether they would receive 
their own patients as well as others and for a fee make standard ex- 
aminations and report the findings to the school personnel for use. 
Such procedures have been successful and neighborhood physicians 
are usually pleased to meet new patients and to codperate in the ap- 
praisal of the school. 


a 
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6. As has been said, the family physicians should be used wherever 
possible and useful for school examinations and for supplying data 
necessary for educational adaptations to individual children. As Spock 
explains: 


The school should do everything possible not only to preserve but to 
improve the family’s contact with their own doctor. It should specifically 
emphasize the importance of the routine visit to the doctor, and perhaps 
even make it obligatory where the economic level justifies it or alternatively 
where clinic facilities are adequate. But this does not mean that the school 
physician should be denied the firsthand knowledge of the pupil which 
only his own examination will give him. If he is seriously to fulfill the 
general function . . . of being that member of the school staff who inte- 
grates the physical and emotional with the other aspects of development 
which the school as its main job seeks to foster, he cannot delegate the 
actual observation of the material on the basis of which he is to form his 
judgments to an indefinite number of other physicians each of whom will 
have his own particular set of standards. . . . But, as the school physician 
needs his own observation of the pupil to estimate him against the back- 
ground of his own experience and of his observation of the class, he needs 
also the private physician’s past observations to estimate the pupil against 
the background of his past and of his family. It would be highly desirable 
to get this type of information in fairly full form at the first admission 
to the school, with additions from year to year, entirely apart from the 
information derived from the parents. . . . f eh 

Though the point has been stressed that both school and private physicians 
should make routine physical examinations, this does not of itself dispose of 
the various laboratory tests. These include urinalysis, blood counts, tuber- 
culin tests, Schick tests, tests for adequacy of vitamins. It is important that 
these tests be performed by the private doctor, and the school s desire for 
this can be indicated by headings on the blank sent to the private physi- 
cians... « Nth 

These tests may also be performed in low-income areas by clinics, if the 
clinics have the facilities and are willing to perform them routinely. If 
private examinations, including laboratory tests, are beyond the purses of 
the families of the school community (as they will be in many), and if pi 
clinics are unable to perform them routinely, then the lot falls to the school. 


3 Benjamin Spock, M.D., “The Modern School Physician: Relations with Par- 
ents and Community,” Journal of School Health, May, 1941, p. 136. 
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RELATIONS TO BOARDS OF HEALTH, CLINICS, 
AND COUNCILS 


Relationships between the school and official agencies, such as the 
board of health and public clinics, are clear enough in principle. 


Whatever may be the administrative status of the health or medical 
service, every school health program involves cooperation between school 
and health authorities. The location of personnel is less important than 
agreement on the objectives to be attained, and on the clear-cut delineation 
of the appropriate functions and duties which each individual will perform 
in achieving the objectives. The school administrator and the health depart- 
ment administrator work together to develop mutual understanding of 
the needs of children and the way these needs can be met. Cooperation and 
adaptation are needed in determining objectives as new problems appear. 
The school administrator’s responsibility in assigning functions may vary 
according to the local procedure, but it remains constant for seeing that 
the functions themselves are performed in one way or another and that the 
objectives of the program as a whole are reached.‘ 


State laws will indicate whether the local or state health officer may 
close the schools in case of epidemics, whether he may require vac- 
cination of all those attending school, and whether he has the power 
to “abate any nuisance” or remove any hazard to the public health. 
These are powers usually vested in boards of health, and boards of 
education should coöperate fully in their execution. 

On the other hand local health officers, when serving the school, 
should approach their tasks not as medical but as educational ones. 
They should make every effort to conform to the school schedule and 
the school’s purpose and resist any effort to dictate curriculum content 
or method in health instruction. Their services are best used in a coöp- 
erative relationship, functioning in school health education where any 
other physician might function. 

Suggested School Health Policies makes it clear that “schools should 
work with Community Health Councils whenever they are established 
and if necessary, should take leadership in their organization and 
direction.” Through such media the school personnel can best tap 

“Report of the National Conference for Cooperation in Health Education, 


The School Administrator, Physician, and Nurse in the School Heulth Program, 
Metropolitan Life Insurance Co. Monograph No. 13, 1944, p. 14. 
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community resources for purposes germane to school health educa- 
tion and, furthermore, can best be in a position to stimulate commu- 
nity health projects as stemming from the school. 


RELATIONS TO PRIVATE AGENCIES 


The private health agencies and other civic or social groups having 
an interest in health are generally anxious to foster the development 
of school health education any way they can. Organizations such as 
the National Society for Crippled Children, the National Tuberculosis 
Association, the American Cancer Society, and all the others in the 
health agency field, as well as the parent-teacher associations, Ameri- 
can Legion, labor organizations, and others with child health commit- 
tees, are available for assistance in many ways if the proper repre- 
sentations are made. On local, state, and national levels those organi- 
zations are ready to assist in school health education because they 
recognize in the school one of the most effective media for attaining 
their own educational objectives. Conversely schools are in a position 
to help the private agencies. The flow of assistance should not all be 
one way. As an example of mutual aid, the following program was 
developed between a school and a local tuberculosis association; 


For the association, the school i 
Codperated with the agency in working out a case-finding program. 
Presented the program of the association to all students and faculty, 
Served as a site for a public x-ray case-finding program. 

- Sold Christmas seals as a means of support. f i 

Utilized tuberculosis literature from the association and made it 

available to all adult groups using the building. 

6. Publicized the agency through school and local EE ue 

T. Provided educational personnel as discussion leaders at tuberculosis 


conferences, 


Stoe go bo m 


For the school, the association 
1l. Sponsored a tuberculin testing program 
Sponsored a miniature x-ray program. 
8. Provided health instruction teaching m 
kindred subjects. 8 
4. Bought several sets of books on hygiene for the library. 


throughout the school. 


bo 


aterials on tuberculosis and 


428 School Health Education 


5. 


6. 


7. 


pr 


he: 


an 


Subsidized selected teachers to attend health education workshops 
at a nearby university. 

Provided monies and speakers on tuberculosis for school and com- 
munity meetings. 

Arranged to hospitalize active but indigent cases of tuberculosis 
found among the students. 


Such reciprocal relationships are mutually profitable. Whether from 
ivate or official agencies the students can profit educationally and 
althfully from such community contacts. The possibilities are many 
d varied. Here follow some citations of actual projects developed in 


schools: 


18 


2. 


3. 


10. 


pr 


Cal 


Held a conference on cancer education sponsored jointly by school 
and local chapter of American Cancer Society. 

Stimulated the establishment of a cancer clinic by local health 
authorities, 

Organized and provided the site for a baby clinic for low-income 
families in the community. 

Coéperated fully in the preschool roundup of the parent-teacher 
association. 

Acquainted students by field trips and discussion of the operation 
of all civic functions relating to health. 

Made possible the use of the x-ray machine donated to the county 
health department by the Tuberculosis Association in surveying 
all young people in the district. 

Helped in the selection of worthy cases for a charitable fresh-air 
summer camp. 


. Received from the Junior Chamber of Commerce the benefits of 


a dental health program and from the American Legion an athletic 
program during summer months. 


. Received from a local service club funds for aiding the treatment 


of crippled children and from another service club money for shoes 
for indigent children. 

Used the local theater and projection equipment for the showing 
of health motion pictures. 


These are but ten of hundreds of projects which strengthen the 
ograms of both the community organizations and the school. They 
n be easily thought of and planned by an imaginative and energetic 
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health council personnel. The American Association of School Admin- 
istrators suggests, however, that in all such community coérdination 
certain principles of operation should be followed: 


1l. The school should make full use of the facilities of available com- 
munity health agencies in its education program—The health field is one of 
the best in which the school can demonstrate the advantage of drawing 
upon community resources for instructional purposes. . . . 

2. Any plan of cooperation requires a delineation of the activities of the 
participating agencies and of the individuals within the agencies—Each 
agency defines its field of operation and thus the boundaries of the respective 
fields are set. If such steps are not taken, sufficient friction may develop to 
cause the project to fail. . . . 

8. Any participating agency must retain administrative control of its own 
activities. ... 

4. Cooperation in the school health program requires a recognition of the 
. professional nature of education as well as that of the health-medical sci- 
ences—Difficulty sometimes arises in separating the educational functions of 
physicians and nurses from the health functions of classroom teachers. . . . 

5. There is no single best plan for coordinating the work of the com- 
munity health agencies with the health program of the school—Local factors 
and available personnel influence all plans. . . . $ 

6. In successful joint programs the democratic process of group thinking 
is important—Persons and organizations subordinate their individual interests 
and desires to the more important purposes of the joint project...» 

7. The development of an effective community health organization in a 
democratic society requires continued, patient, and persistent effort—The 
democratic process is slow. It does not operate with the speed of dictator- 
ship. It may, however, be more effective as well as infinitely richer in the 
satisfaction obtained by the free people who exercise it 

8. As cooperative activities succeed and increase in scope, mae aen 
develops a program requiring the efforts of some one person to ord 
activities together and to see that the program as a whole moves to 
the general goal... & 


RELATIONS TO COMMERCIAL ORGANIZATIONS 
There is a wealth of health education material now offered by ais 
ness enterprises for use in school health education. Life insura 


* Health in Schools, Twentieth Yearbook of the ‘American Association of School 
Administrators, 1951, pp. 423-426. 
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companies publish teaching aids, teachers’ bulletins, actuarial data, 
and research studies which are of great value. Food manufacturers 
issue attractive materials on diet and nutrition. Soap companies and 
pharmaceutical corporations make available posters and brochures on 
cleanliness and disease prevention. Advertising agencies and pub- 
lishers frequently call the attention of schools to usable materials on 
nearly every subject pertaining to health programs. Much of this 
material is good. Some of it is unscientific. Some of it is frankly 
biased advertising and as such is unsuitable for use in public institu- 
tions. Teachers and administrators should (1) preview all material 
from commercial organizations to determine whether it is offensively 
advertising, (2) have the scientific accuracy of the material estab- 
lished by medical or other scientific personnel on the school health 
council, (3) conform to whatever state laws or local policies have 
been established regarding the use of such material. 


RELATIONS TO OPPOSITION GROUPS 


In probably every community there are small groups or individuals 
who do not believe in the merit or propriety of a school health pro- 
gram. They oppose the health care or instruction of children in school 
on personal, religious, or some other grounds and insist on their right 
to be heard and to have their wishes respected. Many state laws 
recognize the existence of such opposition by providing that no child 
shall be examined, for example, whose parents object thereto. Other 
states make the teaching in controversial areas like sex and reproduc- 
tion, animal experimentation, or evolution illegal. Locally such groups 
may protest certain phases of a complete program and stir up enough 
public opposition to defeat the purpose of that segment of the pro- 
gram. 

In all such instances the school, perhaps through its health council, 
and with the official sanction of the board of education, should have a 
carefully thought-out policy which will make its position clear to the 
public. The board must recognize its obligation to protect its pupils 
and staff from communicable disease. It must recognize the existence 
of the health needs of the community and of the nation. At the same 
time it will observe the rights of parents and children to their own 
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religious beliefs as long as the exercise of them does not jeopardize 
the public welfare. 

In health teaching there are always the controversial areas of sex 
hygiene (or social living as it is better called), insanity, quackery and 
fads, medical care, and tobacco and alcohol, Not all material in these 
areas is suitable for classroom use, Whatever is used should be ac- 
curate and inoffensively presented, and it would be well for the 
teacher to keep accurate notes himself on what is taught in the event 
of protest about it later. It is common experience among teachers that 
a frank and public declaration of intent, with an opportunity given to 
explore the need and the answer to it in advance of the actual teach- 
ing, will bring about a better understanding of the problem and, per- 
haps, avoid any public protest. In other instances teachers will find 
it desirable to visit doubting or protesting citizens to explain to them 
the necessity for the program and to give them the details of its opera- 
tion. Frequently, this is greatly appreciated and alleviates any appre- 
hension upon the part of the prospective opponent. 


RELATIONS TO PROFESSIONAL AGENCIES 


There are a great many organizations on the federal, national, and 
international level which have more or less remote bearings upon local 
programs but which influence policy formation and occasionally dis- 
tribute funds. Some of the more prominent and influential of these are: 


l. The United States Public Health Service. 

2. The Children’s Bureau. ; AN 

3. The United States Office of Education through its Division of 
Health and Physical Education. : 

The United States Department of Agriculture. 

The American Medical Association. 

The American Public pc eric 

The American School Health Association. 

The Arse Association for Health, Physical Education, and 
Recreation. A 
The Health Division of the United Nations 
tific and Cultural Organization. 


OND UA 


Educational, Scien- 


o 
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These agencies function in school health education and a variety of 
ways. Some are official and some unofficial. Some have funds for local 
use and others do not. Most of them will supply teachable materials 
or other data of interest locally, and school health personnel should be 
familiar with the available resources of these organizations. 
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The Evaluation of Services 
and Activities 


O EVALUATE the worth of school health services and activities 
is like appraising instruction (see Chapter 9). One seeks to learn 
how effective the procedures are and what results they produce. The 
foregoing chapters in Part III have described many procedures used 
in school health education which, when taken as a whole, aim to deter- 
mine the status of child health and to organize for its improvement. 


But how good are these procedures? How effective are they in accom- 


plishing the objective for which they were designed? Do they produce 
satisfactory results in terms of improving the health of school children? 
Is what we are doing up to date? Should we be doing one new? 

There are three approaches to the evaluation of school health serv- 
ices and activities. (1) It must be determined whether the aa ee a5 
a whole is complete—whether it has in it those features it ae 
(2) It is necessary to find out whether the procedures A a ne 
program accomplish what they are supposed to eee a lly in 
appraisal should be made of the outcome of the Seale j 
terms of the effect of the procedures upon the health of c E hay 

To illustrate: It is generally agreed hana heeh T PEAN, be 
not be complete (1) without vision testing. The Sagl en n De 
the one used by teachers. It is highly possible thet H An evalua- 
tive means (2) by which vision deviates may Lal 


Common- 

"See Dorothy Nyswander, Solving School Health alc ieee oN School 
Wealth Fund, 1942, pp. 206-222, and Raymond Fas 

Health Procedures, National Education Association, j 
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tion would find out. The vision problem is not solved, however, even 
with successful screening. The correction of vision handicaps must 
take place before the circle is closed (3). Results must be shown in 
improved child health. The latter, of course, is crucial. The efforts of 
the school may come to naught unless parents follow through on the 
school’s recommendations. 

To evaluate effectively all aspects of a school health program re- 
quires, thus, many tests, surveys, checks, follow-ups, retests, and other 
devices. To date the field does not provide means to accomplish an 
evaluation complete in every respect. New techniques are continually 
being developed through research and experience. 

Administrators should include in the annual budget provision for 
evaluation. A subcommittee of the school health council could well be 
appointed to conduct the various aspects of the program of inquiry. 
It will seek to establish principles, first, and the following are recom- 
mended as applicable; 


1. Evaluation should be continuous. 

2. It should embrace all of the important functions of the school health 
program including instruction and activities, 

8. It should be concerned both with end products and the means to 
reach these ends. 

4. It should touch upon all health aspects of the school including curricu- 
lum, administration, buildings, grounds, equipment, finances, and com- 
munity relationships. 

5. Evaluation should be cooperative. All those who are affected by the 
evaluation should participate in it-administrators, teachers, pupils, parents, 
physicians, nurses, dental hygienists, nutritionists and others. 

6. Evaluation should be focused upon the important values which under- 
lie the health program of the school, and the success or failure of the pro- 
gram should be judged in terms of how well it meets the values held. 

7. A long range evaluation program should be so planned that no one 
year would involve the school in a complete study of every aspect of school 
health education. 

8. The collection of data and keeping of records in the school have no 
value in themselves. Only as the data aid in evaluating the true functions 
of school health education do they attain value.2 


2 Adopted from Report of the Evaluation Committee, 1946-47, The Faculty 
of ORTE School, The Ohio State University, Columbus, Ohio. ( Mimeo- 
graphe 
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Second, it will recognize that not all aspects of the program should 
be evaluated the first year, An approach will be mapped out somethin 
as follows: 

First year: 

1. The disease control program. 


2. The hearing testing program. 
3. The environment of the school in relation to health and safety, 


Second year: 
1. The vision testing program. 
2. The program of correlation of instruction, 
8. The dental hygiene program. 
4, The frequency and causes of absenteeism among students and 
staff. 
Third year: 
1. The effectiveness of the nursing and medical services, includ. 
ing the examinations. 


u 

1. The physical education program including the care of athletes 
and the program of athletics 
The emergency care program 


Community relationships. s 
The program of integrated instruction as it bears on health, 


The use of teaching aids in health instruction. 


Fifth year: 
1. The administrative and financial structure of the health pte 


2. The growth and nutrition program including the lunchroom, 
8. The psychological services and mental hygiene program. 
4, The program of direct teaching in health. 

Fourth year: 


in relation to health. 
including first aid. 


gram. 
2, The effectiveness of personnel. 
8. The relation of the school program to community practitioners 


and agencies. 

4, The school health education 
tioning unit. 

Such a schedule of evaluatio 

tinuous study of the health nee 


program as a whole—as a func- 


ns would be predicated upon a con- 
ds of the children in school and the 


486 School Health Education 


communities from which they come. Alterations in program aimed at 
greater effectiveness can only come when needs are known and met, 

Third, the committee, having agreed on basic principles and estab- 
lished a tentative schedule from which to work, should then give some 
thought to objectives. It should have before it the objectives of the 
school health program as a whole so that the objectives of specific 
parts of it can be seen in relation to the larger problem. Emphasizing 
the educational aspects of a school health service or activity program, 
the committee might understand these to be the general educational 
objectives of the program as a whole: 


For the child: 


1. A favorable attitude toward professional medical and dental care. ; 

2. An appreciation of the value and importance of early medical advice 
and the dangers of self-medication and over-the-counter drugstore pre- 
scribing, f} 

3. Information concerning the transmission of communicable diseases, 
methods of protection, and proper health behaviors relative to their 
control, : 

4. The development of good health habits, . . . 


For the parent: 


1, It should produce a better understanding of the child not only with 
respect to his physical needs, but also his mental and social needs. . . . 

2. Tt should inform parents concerning the medical facilities of the com- 
munity and how they can best be used. It should also teach both parents 
and children how to appraise the various types of so-called medical 
facilities, or, in other words, how to separate the quacks from reputable 
and acceptable facilities, 

8. It should develop among parents a favorable attitude toward the school, 
so that they will think of it as a place where they can go for friendly 
advice conceming their child, . . , 

4. From the program, parents should develop a favorable attitude toward 


all preventive measures, such as, immunizations and vaccinations, early 
care of colds, eto, , , : 


or the teacher: 


A better understanding of the handicaps of children in general and her 
children in Particular, |, , 
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2, An improved knowledge of the meaning of certain physical symptoms 
and behaviors which she may observe in her children. 

8, A more thorough understanding of the home conditions of the children 
whose homes are visited by any of the school health personnel. . . . 

4. A knowledge of how to utilize the services of the other members of 
the school health staff in understanding her own children. . . . 


For the nurse: 

I, An appreciation of the child as a personality to be educated as well as 
an organism with a defect of some kind. 

2. That there are scholastic, social, and psychological problems which 
interrelate with the physical. 

8. That nursing in education is an integral part of a whole and not a 
special unrelated service. 

4, That records on children are a means to developmental ends and not 
ends in themselves. 


For the principal: ; 
l. An appreciation of the need for administrative adjustment for children 


who are deviates from the normal, b 
2. An appreciation of the limitations and possibilities of the school medical 


examination and related services. 


With some such arrangement of general objectives in mind the com- 
mittee could then turn to the consideration of specific objectives for 
the specific phase of the program to be evaluated now. 

What does the vision testing program aim to do? Possibly (1) to 
get a preliminary but accurate reading on the vision of all children 
every year, (2) to screen out all children with 20/40 vision or worse, 
(3) to arrange teacher-nurse-parent conferences where necessary to 
recommend corrective or compensating action, (4) to secure Correc- 
tions in every needed case, (5) to adjust room environment ( oa 
lighting, reflectors) for benefit of vision, (6) to indicate need o 
special sight-saving training. 

The committee would proceed to get th 
“How near does the vision testing program come 


objectives?” 
, “Appraising the 
3 Adapted from George T. Palmer and Mayhew Penybeny 
Educational Content of Health Service Program,” A an Journal of Public 
Health, May, 1937, p. 476. 


e answers to the question: 
to attaining these six 
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Fourth, the committee would determine its evaluating techniques 
in relation to the element of the program to be appraised. Techniques 
good for finding the answers about the vision program would not be 
applicable, perhaps, in evaluating the school lunch. The committee 
would choose from statistical analyses, surveys, testimony of partici- 
pants or observers, rating scales, or any other suitable device. It would 
make sure that the measurements attained were: 


1. Objective. They must be so constituted that the results obtained by one 
evaluator will be the same as those by any other evaluator in the same 
situation. 

2. The items must be indicative of the total objective rather than a meas- 
urement only of the particular item included. 

8. The measurements used must be truly indicative of the degree to which 
the objectives have been achieved.4 


There aré several useful check lists or survey forms which can serve 
well as models or examples for a committee wishing to develop a local 
evaluation program. Presumably these may be secured at their sources, 
They are listed in the next few pages. 

As an example of a typical check sheet or survey for evaluating a 
total program the following excerpts from one now in use will illus- 
trate the scope of the coverage: 


Evaluating Your Health Education Program 5 


Organization and Administration of the School Health Program 

NREN, l. Do you have a health committee or council which plans the 
program? 

Pee 2. Are parents and students represented on the planning group? 

oat etary 8. Do you have written policies relative to emergency care, first 
aid, what to do in case of accident? 

Fe teats 4. Do you utilize the resources and materials that community 
agencies have available for helping to promote an effective 
health program? 

Health Service 

Health Examination and Teacher Observation. 

easter 1. Are periodic health examinations given to all students? 


* Ibid. 


i P. C. Bechtel, selections from A Handbook for Health Education Teachers, 
Ohio Department of Education, Columbus, 1947. 


ty 
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peanees 8. Is the examination utilized for its educational values? 

sats 4, Are periodic dental examinations given to all students? 

E 5. Does your school have available adequate equipment to ad- 
minister screening tests for such fields as nutrition, vision, hear- 
ing, and teeth? n Ë 

e 6. Are teachers trained in the techniques necessary for adminis- 
tering screening tests? 

ATE 8. Are teachers trained to make careful observations of students 
for deviations from the normal in physical and mental health 
status? 

AREE 9. Are these observations of teachers recorded? 

E 10. Are health appraisal records kept up to date for each student 
and made available to all faculty members for counseling? 

aaa: 11. Are all of the students of your school immunized against small- 
pox and diphtheria? 

INE 12. Do you have an adequate and effective follow-up program for 
securing the correction of remediable physical defects? 


S 3. Do you have standard first aid kits and essential first aid equip- 
ment in your laboratories and shops? 

aS i575 4, Do you have a member of your faculty who is trained in first 
aid? 

ieee 5. Are all pupils examined upon returning to school after a long 
illness? 

Beare, A 6. Are adequate hand washing and shower bath facilities provided? 

coe 7. Are paper towels and soap provided for students? 


Provision for Mental Health. 

OETA 1. Are teachers well-adjusted with a sense of personal security 
and adequacy? 

2. Is a school environment provided which is free from tensions, 
pressures, rivalries, sarcasm, and inconsistencies in the handling 


of children? 


Health Instruction Program 


Organization. 
1. Have adequate materials and equipment, such as books, charts, 


posters, health magazines, pamphlets, been secured for the 
class? 
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++++++.2, Have arrangements been made to secure the necessary visual 
aids such as films and film strips for the class? 
PORTES 8. Do you have at least a semester’s work in health instruction— 


a special class? 


_ In addition to evaluating services to determine their adequacy or 
personnel to get an impression of their effectiveness, it is frequently 
desirable to check up on the quality of the school environment, A 
guide for such an evaluation has been prepared by the Ohio Depart- 
ment of Health, Division of Sanitary Engineering, and the Ohio De- 
partment of Education and is reproduced by permission here: ê 


GUIDE FOR THE EVALUATION or Scnoon HEALTA ENVIRONMENT 


Organization: 

1. Is there a staff of employees adequate in number and qualified in 
their respective assignments for maintenance and operation of the 
school plant? 

2. Is there an advisory sanitation committee of the school health council 
made up of school officials, teachers, employees, parents, and various 
specialists and consultants on school building maintenance and op- 
eration? 

3. Is there competent local health department sanitation personnel who 
can work effectively with school personnel? 

4. Are the school and community organizations interested and active 
in environmental health matters? 

5. Are consultants available on specific problems related to health, sani- 
tation, and safety—persons who may be from official local and state 
health and education departments, fire prevention offices, safety de- 
aaa and many non-official agencies and commercial con- 
cerns 


Program: 
j A. Health Department Responsibility 
1. Are routine official inspections of all school buildings and surround- 
ings made at least twice each year—once during the winter and once 
ae A summer months—by competent health department sani- 
tarians 


2. Are additional visits and consultations made when needed? 
ê Ohio’s Health, August, 1952, pp: 10-12. 


. School Responsibility 
up 


5. 


. Responsibility of Others j 
(Teachers, Parents, School Employees, Pupils, 


T. 
2. 


3. 
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Are consultations held with school administrators, employees, and 
teachers at the time of inspection with the purpose of the inspection 
and defects and recommendations fully explained? 

Are the “School Building Inspection Form” and the “Inspection 
Form for Eating and Drinking Establishments” (supplied by the 
ODH) filled out in detail by the sanitarian at the time of the in- 
spection? 

Is there an official letter signed by the health commissioner out- 
lining the conditions found and improvements needed sent to the 
board of education and the school administrator following each in- 
spection? 

Is the public health sanitarian used as a resource person to help 
school officials in obtaining needed information and services? 

Is the public health sanitarian used as an adviser and consultant to 
community and school groups on all matters pertaining to the school 
environment? 
Is there a continuous in-service training program for school em-- 
ployees sponsored jointly by the health department and school 


officials? 


Does the school make use of the health, sanitation, and safety 
standards for school buildings as developed by the Ohio Depart- 
ments of Health and Education, the National Sanitation Foundation, 


the American Association of School Administrators, and other state 


and national agencies? sae j 
Does the school make periodic requests for building inspections to 
local health, fire prevention, safety, and school officials—with pro- 
visions made for follow-up on their recommendations? i 

Is reliable information on building maintenance and improvements 
solicited from commercial concerns? RY : 
Are responsible school officials alert to defects in building main- 
tenance and operation, and do they initiate action for necessary 


correction? ; 
Does the school cooperate with the local health department in an 
chool employees? 


in-service training program for s 
Etc.) 


Is literature on school facilities and operation available and used? 

‘Are school facilities and their operation compared with recom- 
mended standards of the state health and education Capen 
Are important defects discussed with associates, neighbors, the 
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school administrator, members of the board of education, and in 
school and community meetings? 

4, Are official agencies such as the local health department, district 
school administrator, fire prevention and safety departments, con- 
sulted for opinions on important defects? 

5. Are conferences held with the board of education and school admin- 
istrator about ways and means of making important improvements 
and changes? 6 


In selecting the techniques for the local program of evaluation the 
committee will want to make the distinction between tests used in the 
program itself (e.g., the Wetzel Grid, the Massachusetts Vision Test) 
and other evaluating techniques in order to determine the effi- 
ciency of those tests as a part of the total program. The former ap- 
praise students; the latter deal with the attainment of program objec- 
tives in a larger sense, The choice of such evaluating techniques can 
best be made if the committee reviews the best in currently available 
plans and makes a selection to fit the local situation. The following 
represents a selected list of such evaluation plans, standards, or poli- 
cies to follow: 


For the Evaluation of Total School Health Programs 


American Public Health Association, An Appraisal Form for Local Health 
Work, The Association, New York, 1938. Standards for appraising local 
health programs. Has a section on school health education. 

Dearborn, T. H., A Check List for Survey of Health and Physical Education 
Programs, Stanford University Press, Stanford University, 1940. 

Franzen, Raymond H., Evaluation of School Health Procedures, National 
Education Association, Washington, 1933, Entire report is excellent sur- 
vey of evaluating procedures with evidence. Program analyses in Appen- 
dix D are especially helpful. 

Grout, Ruth E., et al., “Evaluation of a Rural School Health Education 
Project,” Millbank Memorial Fund Quarterly, October, 1937, and April 
and October, 1938. 

A Handbook for Health Education Teachers, Ohio Department of Educa- 
tion, Columbus, 1947, Part I, Chapter 1, on “Evaluating Your Health 
Education Program,” has 74 questions useful in evaluating all phases of 
a school health program, 

How Is Your School Health Program? An Evaluation Guide for the evalua- 


° Ohio Department of Health, Division of Health Education, Columbus, 1952. 
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tion of school health instruction, school health services, and the school 
health environment. Prepared by the Ohio Department of Health, Colum- 
bus, 1952. 

Lamkin, Nina B., Health Education in Rural Schools and Communities, 
A. S. Barnes and Co., New York, 1947. Chapter 14 contains 79 leading 
questions in evaluation of environment, nutritional program, mental and 
social practices, and overall program. 

Nyswander, Dorothy B., Solving School Health Problems, The Common- 
wealth Fund, New York, 1942, pp. 206-222. 

Rugen, Mabel E., and Nyswander, Dorothy, The Measurement of Under- 
standing in Health Education, Forty-Fifth Yearbook, Part I, of the Na- 
tional Society for the Study of Education, University of Chicago Press, 
Chicago, 1946. 

Surveys of Buildings—Environment 


Hichols, John E., School Building Codes, American School Publishing Corp., 
New York, sixteenth annual ed., 1944. 

Linn, H. H., and Helm, L. C., Check List Forms for Rating School Cus- 
todial Service, Teachers College, Columbia University, New York, 1940. 
Excellent coverage of environmental elements bearing on health. i 

National Education Association, Check List of Safety and Safety Education, 
The Association, Washington, 1939. Covering 214 items in “The En- 
vironment of a School.” 

Perkins, Lawrence B., New vs. Old Building Standards, American School 
and University, sixteenth annual ed., 1944. 

(Medical, Educational, Nursing) Services 


Evaluation of Personal 
W , Myron E., and Wheatley, George M., “Med- 
meme ool Children,” Journal of Health 


ical, Dental, and Nursing Services for Schi 

and Physical Education, November, 1947, p. 61. 
“How Can I, as a Superintendent, Tell How Well My Nurse Is Function- 

ing?” Journal of School Health, December, 1941, p. 318. 
luation of the Effectiveness of the Astoria Plan 


Yankauer, Alfred, Jr., “An Eva 9 
for Medical Service in Two New York City Elementary Schools,” Ameri- 


can Journal of Public Health, July, 1947, p. 853. 
The Evaluation of Dental Programs 
American Dental Association, Dental Health Program for cnet and 
Secondary Schools, The Association, Chicago, 1947, entire booklet. 


“Simpli lection of Basic Data 
Knutson, John W., “Simplified Procedure for the Coll ; 
for a Program Planning and Appraisal,” American Journal of Public 


Health, November, 1947, p. 1489. 
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The Evaluation of School and Public Nutrition Programs 


Making School Lunches Educational, Nutrition-Education Series, No. 2, 
U.S. Office of Education, Washington, 1944. 

A Yardstick for School Lunches, Nutrition-Education Series, No. 4, U.S. 
Office of Education, Washington, 1948. 


As the fifth and last step in an evaluation study the committee will 
wish to make a report to the health council or any other appropriate 
body. This report should include the following: 


1. A clear description of the program or program element which was 
appraised, 

2. A description of how the appraisal was made including complete 
revelation of the techniques and procedures used. 

8. The detailed specific results, the findings, with the original data 
available (but not necessarily in the report) if the parent body 
wants them. 

4. A statement of general results or conclusions from the evaluation. 
This will include a citation if necessary of the deterrents found 
such as lack of funds, lack of personnel, inadequate referral serv- 
ices, misinformed administration, parental indifference). 

5. A series of clear recommendations for improvement of the program 
arranged from the simple to the complex and from those possible 
now to those possible only in the future. 


All such evaluations will be tried to determine how close practice 
is to objective. Where money is being spent, time is being consumed, 
and the health of children is at stake, the things done must be proved 
useful. They must be constructive elements in a program with a clearly 
stated aim. As Gudakunst once summarized it, the aim of all school 
health programs is to: 

1. Produce a healthier group of children in the community. 

2. Produce an educated group of parents and citizens. 

8. Produce students who, when school days are over, are self-sufficient 
in health matters, able to seek and find their own way with scien- 
tific wisdom. 

4. Produce a community able and willing to support the efforts of the 
school in health education, 
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FORM I 
THE PERSONAL HISTORY FORM 
Name. sraa eemeli t Menaia siS e ee ai Grade noA Aa ASANG ARR 
Date. oc A E Physical Education Period............... 


Instruction; With the help of your parents or guardian complete the 
following form by filling the blank space and/or encircling “yes” or “no.” 
Example: 


(Yes) No 1. Are you suffering from any injury? AUA EYA Leta ater 


When completed have your parents or guardian sign in the proper place 

and return the form to your physical education teacher. 

Yes No 1. Are you suffering from an injury? What?..... When?.... 

Yes No 2. Do you have an abnormal condition; such as a “trick” knee 
or stiff joint or restricting disability as a result of an injury? 


NATE cies AEAEE S A O rus pialistelairnntogal Winns ells 
Yes No 8. Have you ever undergone a surgical operation? For what? 

= SU eR ae el aie Whenti ie sta EE a Sa 
Yes No 4. Do you have asthma or an asthmatic condition? 
Yes No 5. Did you ever have infantile paralysis? 
Yes No 6. Do you have or have you had osteomyelitis? 
Yes No 7. Do you have a “birth injury”? Wate anis laie NE REE 
Yes No 8. Do you have or have you had nephritis? 
Yes No 9. Do you have or have you had tuberculosis? 

0 


Does or did any member of your immediate family ever 
have tuberculosis? 
Yes No 11. Do you have colitis? 
Yes No 12. Do you have chronic sinus? 
Yes No 13. Do you have chronic appendicitis? 
Yes No 14. Have you ever had rheumatic fever? 
1 The history form, inspection sheet, and observation check sheet arepa by 


Professor C. G. Hixson of The Ohio State University for classifying in p ysical 
education in the absence of a physician. See Chapter 17 for explanation. 
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Yes No 10. 
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Yes No 15. Do you have a hernia or rupture? 

Yes No 16. Do you have an undescended testicle? 

Yes No 17. Do you have any unusual condition of the reproductive 
a a VV HAUL NC a ee wes ee Se o nisl on aea ET 

Yes No 18. Do you have flat feet? Painful? Yes No 

Yes No 19. Do you have any chronic injury or ailment? 

Yes No 20. Do you have any heart or circulatory trouble? 

Yes No 21. Do you have high blood pressure? 

Yes No 22. Are you slow in recovering from strenuous exercise? 

Yes No 23. Can you see your heart beat by looking at your chest after 
vigorous exercise? 

Yes No 24. Are you unusually short of breath after climbing a flight of 
stairs? 

Yes No 25. Do you have anything wrong with your vision? 

Yes No 26. Do you have anything wrong with your hearing? 

Yes No 27. Have you ever been confined to your bed because of illness? 
OME URE Le slctaenio A aly Slovo acnvickeaots + oN, 
a a rA Pc case's ave 0 wianosk acel N 


MSRP EAN cfoietev itive « w A WhenP?s om a oe cae ives 
Yes No 29. Do you have any physical or health condition which will 
restrict or limit your physical exercise? 


DY DRE ame oS aces, «sis be:s-viaa d aOR ARTA ate alte 
SSN AE ES IE AEA aye OE 
(Parent or Guardian) 
FORM II 
PHYSICAL INSPECTION FORM 
Aed emna teen ae > A cr AGG rcs Girne Glass 7s a aie : 
Daton AE E E PA REN Physical Education Period.......... 
1. General appearance 
Too thin 
Too heavy 
Normal 
Fatigued 


2. Alignment of spine 
Shoulders level 
Unusual curve 
Pelvis level 


inne 


8. Legs and feet 

Normal 

Flat 

Veins 
4, Scars—Marks 
5. Skin 

Normal 

Infection 
6. Abnormal shape, contour of any part? 
7. Nervous habits, tic, spasm 
8. Any deviations from normal? 

FORM III 
OBSERVATION CHECK SHEET 

Namo a E a on EEE E EERE Graden sss 


... Extreme pallor. 
... Undue coughing. 
... Unusual pains. 

... Unusual swellings. 
... Skin infection. 

... Sore throat. 

... Nasal discharge. 
... Swollen eyes. 
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Physical Education Class 
Visible palpitation of heart during and after exercise. 
... Inability to recover from fatigue. 
... Slow in recovery after exercise. 


Undue panting; breathlessness, 


Flushed, feverish appearance. 


Discharge from eyes. 

Discharge from ears. 

Undue loss of weight. 

Muscular spasms, tics. 

Unusual limitation of movement. 
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POLICIES OF THE WORTHINGTON SCHOOL AND COMMUNITY 


HEALTH COUNCIL 1 


ARTICLE I 


Name 


The name of this organization shall be known as the Worthington School 
and Community Health Council. 


ARTICLE II 
Purposes 


The purposes of the Worthington School and Community Health Coun- 

cil shall be: 

Section 1. To bring about mutual understanding of health problems and 
educational efforts in the home, school, and community. 

Section 2. To formulate ideas, to furnish inspiration, and to give support for 
the various projects undertaken. 

Section 3. To provide a simple, orderly, and convenient mechanism for de- 
termining wise school and community health policies in the light of local 
and immediate needs. 


Section 


T 


6. 


1 Reproduced with the consent of the Worthington, Ohio, Board of Education 
and H. C. McCord, Superintendent of Schools, 1952. 


ARTICLE II 


Membership 


1. Membership on the council shall be: 
The Superintendent of Schools 


2. The Senior High School principal 
p The Junior High School principal 
5. The Worthington Elementary School principal 


The Sharon School principal 


The Homedale School head teacher 
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7. The Flint School head teacher 
8. The Perry School head teacher 
9. A school nurse 
10. A school psychologist 
11. A girl's physical education teacher 
12. A boy’s physical education teacher 
13. A teacher of home economics 
14. A student representative from each health class 
15. A bus driver 
16. A custodian 
17. A cook 
18. Worthington Village Council Representative 
19. Women’s Club Representative 
20. American Legion Representative 
21. American Legion Auxiliary Representative 
22, Worthington P.T.A. Health Chairman 
23. Perry P.T.A. Health Chairman 
24, Flint P.T.A. Health Chairman 
25. Homedale P.T.A. Health Chairman 
26. Sharon P.T.A. Health Chairman 
27. Worthington Business and Professional Association Representative 
28, Worthington Board of Education Representative 
29. A local physician 
80, A local dentist 
81. A Booster Club Representative 
32. A local eye specialist 
33. The County Health Commissioner 

Section 2. All Board of Education, P.T.A., and community representatives 
shall be appointed by their respective organizations to serve for a term of 
not less than one year beginning with the October meeting. 

Section 8. All school representatives (Article III, Section 1 [11, 12, 18, 14, 
15, 16, and 17]) shall be appointed by the Superintendent for a term of 
not less than one year beginning with the October meeting. 

Section 4. Local medical personnel (Article III, Section 1 [29, 80, and 82]) 
shall be appointed by the President to serve for a term of not less than 
one year beginning with the October meeting. 


Articte IV 


Officers and Duties 
Section 1. The officers of this council shall be a president, a vice-president, 
and a secretary. 
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Section 2. All officers shall be elected by ballot at the October meeting and 
continue in office for one year. 

Section 3. The regular term of office for all officers shall commence at the 
adjournment of the October meeting at which they are elected. 

Section 4. The president shall perform such duties as are incident to the 
office and shall appoint all committee chairmen as listed in Article VI, 
Sec. 1. 

Section 5. The vice-president shall perform the duties of the president in 
his absence. 

Section 6. The secretary shall keep the minutes of all meetings of the coun- 
cil in a book provided for that purpose; shall keep an accurate classified 
list of membership of the council with the address and telephone number 
of each member; shall be responsible for sending written notice of meet- 
ings to all representatives at least one week prior to the meeting; and shall 
keep a roster of attendance of all meetings. 


ARTICLE V 


Meetings 
Section 1. The council shall meet on the first Monday in October, Decem- 
ber, February, and April, 
Section 2. The president may call a special council meeting when deemed 
necessary, 


ARTICLE VI 


Committees and Duties 

Section 1. There shall be four standing committees: School and Com- 
munity Health Service Committee; School and Community Health Edu- 
cation Committee; School and Community Safety Committee; Publicity 
Committee. ; 

Health Service is concerned with the medical and nursing care of the 
school and community, 

Health Education involves the education of the school and community 
concerning health practices and principles. 

Safety involves all safety measures concerned with school and com- 
munity well-being, 

Section 2. The duty of each committee shall be to execute at least one 
project for the year and/or continue the work of the previous committee, 
subject to the approval of the council. 

Section 3. The publicity committee shall be responsible for all publicity of 
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the council, including newspaper notices, subject to the approval of the 


president. 
Section 4. Each committee shall prepare a written report of the year’s 
activities and file it with the secretary prior to the October meeting. 


Articte VII 


Quorum 
Ten members of the council shall constitute a quorum at any business 
meeting. 


ARTICLE VIII 


Amendments 
The policies of the Worthington School and Community Health Council 
may be amended by a majority vote of the representatives present and 
voting at any meeting provided written notice of the proposed changes 
shall have been given to each representative two weeks in advance of the 


meeting. 


Revised October 6, 1952 
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